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LYMPHATIC AND PORTAL INFECTIONS 
FOLLOWING APPENDICITIS.* 





By JOHN C. Munro, M.D. 





The group of cases that I wish to report, 
cases of infection of the retroperitoneal 


these complications following appendicitis at 
so early a stage as the family doctor, and 
it is for the early interpretation of the symp- 


toms that the surgeon must plead, in order 


that operation, if it can be of help, shall be 
undertaken before it is too late. 


The infection of the retroperitoneal lym- 


lymphatics and of the portal vein and its fection which 


tributaries, originating in appendiceal inflam- 
mations, is one of great interest and impor- 
tance to the general practitioner as well as to 


_ 


* Read, by invitation, Dec. 12, 1900. 





phatics I believe to be much more frequent 
than is commonly recognized—that is, an in- 


has advanced far enough to 


cause marked disturbance or to require sur- 
gical intervention. We all know how serious 
the extreme cases of infection may be, as 


shown in abscesses about the diaphragm, 


pleura, and lungs. It is not to these but to 
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the midway cases that I wish to call atten- 
tion, the cases that make the old-fashioned 
perirenal abscesses, the sinuses in the loin or 
groin, or where the process, stopping short 
of abscess formation, makes the patient a 
chronic invalid. Furthermore, that such a 
lymphatic infection may break out at a time 
remote from all evidence of acute appendiceal 
trouble should be borne in mind and should 
not put the diagnostician off of his guard. 

The diagnosis of a portal phlebitis is well 
recognized post mortem, and the pathology 
has been known for years; it is to try to assist 
in the more important recognition of the 
condition during life and early in its career 
that I shall report some of the cases that 
have helped me, more through my own blun- 
dering, to be on the lookout for these com- 
plications and to detect them. As I watch 
case after case of appendicitis I am sure that, 
more and more, I see evidences of either a 
lymphatic or a portal infection or both. An 
acute case, draining well, and in every other 
way on the high road to recovery, but with a 
persistent elevation of temperature, indicates 
to me, first of all, one of these infections. Of 
course, extraneous and independent compli- 
cations in the chest, kidneys, pelvic organs, 
etc., must be first excluded. When with this 
failure to follow the usual course I find a 
spasm and tenderness, perhaps slight, in the 
region of the kidney, I regard it as strong 
evidence that the lymphatics are more or less 
seriously invaded. Frequently a few hot 
poultices will disperse the infection and the 
symptoms will disappear. 

When the patient, however, has evidence 
of a more acute infection, as shown by 
chills, more or less jaundice, hepatic ten- 
derness, and general malaise, I feel that we 
are dealing with a condition much more 
serious, and due to a portal infection. I 
am sure that occasionally I have seen a pa- 
tient recover from a mild invasion of this 
nature; but on the other hand, when it once 
attains a certain limit the outlook is almost 
hopeless, certainly so without operation. 

Moreover, whether there is palpable evi- 
dence of appendiceal trouble, present or 
remote, I have come to regard every case of 
hepatic tenderness in a septic patient, whether 
attended with jaundice or not, as a possible 
portal phlebitis until it can be proven to the 
contrary; this might be carried farther, in 
light of the difficulty, at times, of demon- 
strating an appendiceal origin when present, 
by affirming that one should regard any ob- 
scure septic hepatic infection as most likely 





due to an appendicitis. There are, of course, 
many other conditions that can simulate this 
one, but I believe that it is erring on the side 
of caution to hold the appendiceal origin al- 
ways in mind. 

The pathology of the retroperitoneal in- 
fection is well demonstrated in that most 
complete and satisfactory chapter on the 
pathology of appendicitis by Dr. A. O. J. Kelly 
in the second edition of Deaver’s Treatise. 
He says that retroperitoneal abscesses “ may 
also develop, although the appendix be situ- 
ated intraperitoneally, if the perforation oc- 
cur into the mesoappendix. Under such 
circumstances the liberated infectious ma- 
terial dissects its way between the two layers 
of the mesoappendix, and finally reaches the 
connective tissue where the abscess origi- 
nates. It is also quite likely that, in the 
absence of perforation, some retroperitoneal 
abscesses may be produced by virulent infec- 
tious material being carried by the lymphatics 
of the mesoappendix to the retroperitoneal 
connective tissues.” 

It is to the latter mode of infection that I 
wish to draw attention rather than to direct 
perforation of an already existing abscess 
through the subjacent posterior peritoneum; 
the latter form and the posterior infection 
due to an appendix originally situated re- 
troperitoneally is, perhaps, more common in 
the experience of all of us, and one must con- 
fess that clinically it is at times impossible to 
differentiate between the various methods of 
invasion. To-night I wish to emphasize 
merely the clinical side of the picture with- 
out going into the literature or the pathology 
of this class of cases. 

To illustrate the retroperitoneal type of in- 
fection I will briefly report some of the most 
characteristic cases that I have seen. 

Case I.—A physician had had several well- 
marked attacks of appendicitis and was con- 
stantly complaining of soreness and tender- 
ness. A twisted chronically inflamed appendix 
was removed and the wound closed. The 
condition of the appendix did not seem to 
account for the severity of the symptoms. 
Convalescence was smooth and uneventful, 
the pulse and temperature being normal for 
a fortnight, when without warning the pa- 
tient developed high fever, spasm, and ten- 
derness in the loin and to outside of the scar. 
Under ether, a short incision was made along- 
side the scar to explore its deeper portions 
without disturbing the sutures, and every- 
thing was found aseptic. A second opening 
was made farther back in the loin into the 
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retroperitoneal cellular space, and an active 
lymphangitis with a little pus was found en- 
tirely behind the peritoneum and without any 
connection with the abdominal cavity. Under 
drainage the trouble rapidly cleared up. In- 
fection may have taken place at the time of 
the first operation, but the tissues most likely 
to show such infection, the line of the wound 
and the peritoneum, were healthy, and, in the 
light of other cases, I have felt that he for a 
long time had had lymphatic infection from 
his constantly recurring attacks of appendi- 
ceal inflammation which finally manifested 
itself in this way. 

To demonstrate this better let me briefly 
mention a case that I saw with Dr. George E. 
Brewer, of New York, which he has reported 
in detail in the Annals of Surgery for Septem- 
ber, 1898. 

Case II.—A man, fifty-six years old, early 
in a first attack of acute appendicitis had the 
organ removed, the abdomen being closed 
without drainage. Some pain and vomiting 
followed for a day or two, but otherwise the 
convalescence was fairly satisfactory, until 
about a month later, when pain in the side 
and malaise appeared. These symptoms dis- 
appeared after rest, only to reappear again 
and again on slight provocation. The tem- 
perature was almost constantly a little above 
normal. This continued for nearly three 
months. At the second operation there was 
spasm, and a mass in the right loin extend- 
ing nearly to the median line and to the iliac 
crest. Rdales, which a short time before had 
been heard at the base of the right lung, had 
disappeared. The patient looked slightly 
septic. An anterior incision showed no active 
intra-abdominal inflammation, but behind the 
peritoneum an indurated mass could be felt 
lying in the region of the retroperitoneal 
lympathics. A posterior opening showed a 
small abscess lying in the midst of the 
mass of induration, which was curetted and 
drained. Steady and permanent recovery 
followed. Here the infection undoubtedly 
began at the time of the original acute attack 
and persisted until relieved by the free pos- 
terior drainage. 

Case III.—Last spring I saw acase with Dr. 
Moir, of South Framingham, in a young far- 
mer whose appendix had been removed about 
ten days after the beginning of one of several 
attacks. Very little acute trouble was found 
in the abdomen; a few tough adhesions, but 
no abscess. The appendix was removed and 
the wound partly drained. Following opera- 
tion, chills, septic temperature, and sweating 
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had continued. When I saw him the wound 
and the abdomen were negative, but in the 
flank were tenderness and spasm. An inci- 
sion in the back showed a large retroper- 
itoneal abscess entirely separate from the 
abdominal cavity and evidently originating 
from the lympathics. 

Case IV.— Another case of less definite 
origin illustrates the likelihood of an ap- 
pendix being the source of a severe perirenal 
abscess. A woman, fifty years of age, was 
seen with Dr. Ham, of Dover, with a history 
of progressive illness and tumor in the right 
loin for about two months. On cross-exami- 
nation it was found that she had suffered for 
several years from attacks of pain in the re- 
gion of the appendix, not severe enough to 
confine her to her bed, but causing soreness, 
tenderness, and malaise; apparently, repeated 
attacks of mild appendicitis. When I saw 
her she was yellowish and septic looking, 
nervous and feverish, and somewhat emaci- 
ated. There was induration along the iliac 
crest, merging into a mass in the upper por- 
tion of the iliac fossa and toward the region 
of the kidney. Incision into the retroperito- 
neal space revealed a large abscess cavity 
full of foul pus containing streptococci in 
pure culture, entirely behind the peritoneum, 
and so far as could be determined, origina- 
ting in the lymphatics. Under drainage she 
soon recovered. 

That a retroperitoneal infection can lie 
dormant for a long time is shown by the 
following case, although there was every rea- 
son for an acute flare-up at any time. 

Case V.—In November, 1897, I operated 
for acute appendicitis in a healthy girl, four- 
teen years of age, on the sixth day following 
the onset of symptoms. A gangrenous ap- 
pendix lying in the iliac fossa and a secondary 
abscess in the pelvis with a gangrenous tube 
were found. Satisfactory recovery followed 
under drainage, and the patient had returned 
to school apparently as well as ever, except 
that she noticed that she was apt to have 
some pain in the right thigh if she ran upa 
flight of stairs. Eighteen months after oper- 
ation pain reappeared in the right iliac region 
with tenderness and spasm. Careful exami- 
nation showed that the tenderness and ful- 
ness hugged close to the iliac crest and 
extended toward the loin, but without any 
evidence of a peritonitis. Not daring to ig- 
nore the possibility of an intra-abdominal 
infection, a very small opening was made 
through the rectus to the inside of the scar. 
The peritoneal cavity showed no evidence of 
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disturbance, but behind the peritoneum in 
the groove between the psoas and iliacus was 
an abnormal swelling. The abdomen was 
closed, and through another incision close to 
the crest, into the retroperitoneal space, the 
peritoneum was pushed forward until a small 
cavity containing stinking pus and a small 
concretion was opened and drained. Evi- 
dently the concretion, not detected at the 
first operation, had perforated the posterior 
peritoneum and quietly lain there for a year 
and a half before causing the secondary retro- 
peritoneal infection. 

Case VI.—Two days later a strikingly 
similar case came under observation, and 
though there is lacking the positive evi- 
dence of operative proof of a retroperito- 
neal lymphangitis, the clinical evidence is 
so strong to my mind that the case will 
bear reporting. A healthy boy, ten years 
old, was seen ten days after the onset of an 
acute appendicitis. A foul superficial ab- 
scess cavity with a gangrenous appendix was 
found and drained. Rapid and satisfactory 
recovery followed, and the boy went back to 
his sports and to school as well as ever. Ten 
months later, after a game of baseball, he 
had an attack of malaise and abdominal 
pain. He steadily grew worse, and when I 
saw him again he had a high temperature 
and rapid pulse and looked very septic, 
but not peritonitic. Examination showed 
a marked tenderness and spasm in the right 
flank without evidence of any intra-abdomi- 
nal trouble. Lumbar incision was urged, 
but was refused on the advice of an irregu- 
lar practitioner, who was in charge of the 
case. The boy slowly recovered, however, 
after a serious illness, and was around again 
apparently as well as ever. Since then, 
eighteen months after my last visit, he has 
had two similar attacks, in the latter of 
which, about two months ago, he was so ill 
that his life was despaired of for several 
days. The irregular in charge still refuses 
to consider any operative measure and re- 
lies on the boy’s ability to fight sepsis. 
Clinically there has never been any ques- 
tion in my own mind that there is a persist- 
ent retroperitoneal lymphangitis, originating 
at the time of the acute appendiceal infec- 
tion, which he has been able to overcome in 
the old-fashioned way—a risk that it is un- 
justifiable to take. 

Case VII.—A somewhat similar case, show- 
ing the ability of a patient to overcome sepsis 
here as well as elsewhere, came under my ob- 
servation at the Boston City Hospital. The 





patient, a man twenty-six years old, was 
operated upon by Dr. Burrell for a severe 
appendicitis; this was followed by a fecal 
fistula, which closed spontaneously at the end 
of three months. Two weeks later the fistula 
reopened and then closed for a few days, 
only to again reopén after a chill and high 
fever. Ina few days a definite, tender mass 
could be felt in the loin, and the patient con- 
tinued to have marked febrile temperature 
and pulse, although there was no evidence of 
any lack of free discharge from the abdominal 
sinus. For various reasons an operation was 
inadvisable, and under poultices and liberal 
diet the cake in the loin slowly disappeared, 
and the temperature fell to normal, the fecal 
fistula finally closing at the end of a month. 
There has been no return of symptoms, now 
over two years. 

From rough clinical data, by no means as 
accurate as they should be, I am strongly in- 
clined to believe that cases of appendicitis, 
both before operation and after thorough 
drainage, that exhibit either marked hyper- 
pyrexia or persistent elevation of tempera- 
ture have a more or less extensive lymphatic 
infection, either from an appendix originally 
retroperitoneal in position, or from direct or 
indirect septic invasion from an intraperi- 
toneal, inflamed appendix. The ordinary 
acute case of appendicitis does not have a 
persistent high temperature, especially after 
adequate drainage, and in many of these a 
careful examination will show fulness, ten- 
derness, and spasm in the right loin. A 
case illustrative of this came to my care 
recently. 

Case VIII.—A little girl with a very severe 
type of acute appendicitis was operated upon 
by my colleague, Dr. Lund, and the abscess 
thoroughly drained. The temperature fell 
somewhat, but continued steadily above nor- 
mal in spite of the proper drainage. Soon a 
spasm and tenderness in the loin were de- 
tected, and under ether I explored the retro- 
peritoneal space. Here I found a double 
chain of enlarged glands, each about a half- 
inch in diameter, one of them being sur- 
rounded by granulation tissue, but without 
any definite abscess. Of course the operation 
was of no benefit. The pulse and tempera- 
ture continued above normal for a while and 
gradually fell under abundant feeding, sun- 
light, and good care. Here the lymphatic 
infection must have extended far beyond the 
region of operation, the patient being able to 
overcome the general infection before the 
glands softened down into pus. We find an 














exactly similar condition in the lymphatics 
elsewhere in the body, and although it is 
very evident that a good proportion of such 
retroperitoneal infections may subside under 
general systemic treatment, it is better in 
cases of doubt, or where there is evidence 
of purulent softening, to make a small in- 
cision and drain. 

To recapitulate, an exaggerated febrile 
condition before operation and a persistent 
one after drainage should suggest a lym- 
phatic infection beyond the ordinary, whether 
due to an appendix originally retroperitoneal, 
to an abscess that has already perforated the 
posterior peritoneum, or to a lymphatic in- 
fection pure and simple following an intra- 
abdominal abscess. 

Portal Infections.— Another complication 
secondary to appendicitis that is not so very 
uncommon is portal pylephlebitis with ab- 
scess of the liver. Its pathology is well 
understood and need not be discussed here. 
Its clinical history is often very obscure, and 
of intense interest, and although it is one of 
the gravest of the sequele that we have to 
deal with, I believe that it is not necessarily 
always fatal. 

Dr. Henry Jackson has reported in detail, 
in the St. Paul Medical Journal for 1899, ten 
cases definitely due to an appendicitis; in 
addition to two cases seen with Dr. Jackson, 
and to which I will briefly allude, I will report 
several more illustrative of the clinical signs. 

Case I.—The first case of which I have 
notes was operated upon in August, 1896, for 
an acute appendicitis, one of several attacks, 
and drained in the usual way. The temper- 
ature fell to normal in about seven days—that 
is, later than would be expected—and the 
sinus was closing rapidly, when between two 
and three weeks from operation the patient 
became ill, with rise of temperature, malaise, 
and vomiting, followed by chills. The spleen 
was enlarged. The chills and vomiting con- 
tinued, and various infections, malarial, 
gonorrheal, from endocarditis, etc., were con- 
sidered and ruled out. About two weeks 
from the beginning of the secondary trouble, 
pain and tenderness were noticed under the 
right costal border. These increased, and in 
a few days the liver was explored through an 
incision in the right hypochondrium. The 
peritoneal cavity was found normal except 
for a swollen right lobe of the liver. The 
latter was explored twice with a trocar, with 
negative results. The pleura was also 
explored through the sixth space, with neg- 
ative results. The abdominal wound was 
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closed, and on the seventh day it was found 
clean and aseptic, but on the eighth day it 
opened spontaneously, discharging much foul 


‘pus and bile. Marked improvement followed 


for a week, when he had a severe relapse of 
the chills, accompanied by cough and foul 
expectoration. This was again followed by 
a fresh outflow of pus and bile. The pul- 
monary symptoms continued, together with 
a profuse hepatic discharge, but gradually 
improvement set in, and by the middle of 
November, two months after the original 
operation, he was practically well, and has 
continued to remain so up to the present 
time, four years later. He was by far one of 
the severest cases of illness that I have ever 
seen recover; the good nursing in this case 
deserving all possible credit. 

A year later I saw a case with Dr. Jackson, 
and reported by him, which was very instruct- 
ive. 

Case II.—A man, twenty-one years old, 
had recovered from an attack of acute ap- 
pendicitis without operation three years 
before. He remained well up to a few 
days before entrance to the hospital, when 
he suffered from an attack, apparently, of 
appendicitis, followed by sweating, chill, 
headache and delirium, and other signs sug- 
gestive of meningeal disturbance. The local 
signs of appendiceal trouble cleared up, but 
he developed a jaundice and loss of flesh, 
while the chills persisted. At this time I 
saw him with Dr. Jackson, and on the basis 
of a probable diagnosis of abscess of the 
liver, aspirated without finding any pus. At 
this time there was a leucocytosis of 19,000 
and the appendix symptoms were in abey- 
ance. No improvement followed, and at 
autopsy, ten days later, a gangrenous ap- 
pendix was found, a septic thrombus and 
pus in the portal vein and its tributaries, 
together with abscesses in the liver. I did 
not realize nor appreciate the relative im- 
portance of his earlier appendiceal symptoms 
when I saw him; had I done so, and oper- 
ated at once, draining the iliac abscess and 
freely draining the liver, the outcome might 
probably have been different. 

Eight months later I again saw a case with 
Dr. Valentine and Dr. Jackson in which an 
appendicitis was strongly felt to be the 
origin ‘of hepatic abscesses, but we could 
find no evidences before death to warrant an 
exploration. 

Case III.—A man, thirty-eight years old, 
had lost flesh for a year past. Two weeks 
before I saw him he had general abdominal 
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pain, vomiting, and diarrhea. Then followed 
irregular chills, coming on every day or two, 
later increasing to one or two daily. There 
were emaciation, jaundice, enlarged spleen, a 
lax abdomen without tenderness, except 
over the liver, which was somewhat en- 
larged. Careful examination in the region of 
the appendix failed to show any evidence 
of trouble there. Unfortunately a rectal ex- 
amination was not made. Exploration was 
advised if improvement did not result from 
forced feeding, stimulation, etc. The patient 
did improve unfortunately, the liver de- 
creased, and the jaundice and chills abated 
until seven days later, when there was a 
severe relapse, and the patient growing too 
ill to warrant interference, died. Autopsy 
showed an enlarged liver with wide-spread 
purulent infiltration, no general peritonitis, 
but adhesions in the right iliac fossa sur- 
rounding an adherent, friable appendix with 
a few drops of pus. 

In looking back to this case, I can see no 
excuse for not operating, even though no 
evidence of an appendicitis was obtainable. 
To be sure the process had advanced so far 
that recovery would have been doubtful. 
As it was, we did not feel justified in ex- 
ploring without a more definite knowledge 
as to the causation than could be obtained 
without opening the abdomen. Nowadays 
there would be no hesitation in urging an 
exploration. 

Diagnosis is not always easy when one has 
definite knowledge of the probable origin, as 
shown in the following case that I saw with 
Dr. Burrell: 

Case IV.—A man, forty-two years of age, 
was operated upon in Dr. Burrell’s service 
for acute appendicitis, the wound being 
drained and the appendix not being found. 
Locally, the progress of the case was satis- 
factory, but between two and three weeks 
after operation the temperature became ir- 
regular with wide variations, and there was 
a leucocytosis of 15,600. At times the tem- 
perature would remain normal for twenty- 
four hours, then shoot up to 104°; there was 
increasing pallor, loss of flesh, and apathy. 
Five weeks after operation, the leucocytosis 
fell to 9800, but owing to some resistance in 
the right hypochondrium the liver was aspi- 
rated, with a negative result. Soon chills 
began to appear, with leucocytosis and jaun- 
dice, which lasted only a few days, followed 
by pallor. The patient steadily grew weaker, 
abdominal distention that had been slowly 
coming on increased, and he died two 





months after operation. Autopsy showed 
the appendix, cecum,.and ileum bound to- 
gether and overlying a small abscess. The 
retroperitoneal lymphatics were enlarged, 
several being softened; numerous abscesses 
in the liver; acute suppurative pylephlebitis; 
acute renal phlebitis, etc. 

That cases of portal phlebitis may be con- 
founded with cholecystitis is shown in a case 
that I recently saw with Dr. Thorndike and 
Dr. Nichols. 

Case V.—A man, thirty-eight years old, 
had suffered several years from indigestion. 
Eight months ago he had had an attack of 
appendicitis, recovering without operation. 
Three weeks before entrance to the hospital 
he had an attack of pain in the region of the 
appendix, which soon shifted to the right 
hypochondrium. For two weeks he had 
been jaundiced. At entrance there was a 
leucocytosis of 39,000, with jaundice, and a 
localized area of extreme tenderness over the 
region of the gall- bladder; elsewhere the 
abdomen not being especially tender. On 
the following day he had a chill, which was 
repeated on the two succeeding days, when 
Dr. Nichols operated for a cholecystitis, find- 
ing adhesions of the parietes, intestines, and 
liver, and a thickened gall- bladder which 
contained a viscid mucus, like inspissated 
bile. The liver itself was dark, somewhat 
congested and enlarged, but no abscesses 
were noticed. The patient did not improve 
after operation. Closer examination shortly 
after this, that revealed appendiceal tender- 
ness both on abdominal palpation and rectal 
examination, together with the history of his 
preceding attack of acute appendicitis and 
several attacks of probable subacute appendi- 
citis, led to the diagnosis of a portal phlebitis 
with hepatic abscesses, which was confirmed 
at a partial autopsy a few days later. In this 
case the true condition could be determined 
only after the more rational diagnosis of an 
acute cholecystitis had been ruled out by 
operation. 

Finally, to illustrate the possibility of mak- 
ing a diagnosis, I will report a last case of 
a young girl, seventeen years of age, who 
entered the hospital with a history of sudden, 
sharp umbilical pain, coming on ten days be- 
fore, with vomiting that had lasted for two 
days. There was also moderate diarrhea. 
Four days before entrance there was dull con- 
tinuous pain in the hepatic region followed by 
chills and sweating, and a leucocytosis of 
only gooo. A tumor without tenderness could 
be felt below the costal margin on the right, 

















and the enlarged spleen was palpable on the 
left. The chills persisted; tenderness and 
spasm over the liver developed, with doubt- 
ful jaundice. There was nothing to call at- 
tention to the appendix until deep pressure 
was made, when one found distinct local 
tenderness without involuntary spasm. On 
that basis, and from the fact that she was 


growing worse, I operated, opening the ab- ° 


domen over the liver, and found on the upper 
surface of the right lobe several groups of 
small abscesses, which were freely opened and 
packed with gauze. No large, deep cavities 
were found. Investigating the region of the 
appendix, I felt enough to warrant a second 
incision, which exposed a foul, stinking ab- 
scess cavity, which was drained. Two days 
later the appendix wound was sweet and clean 
and required only a small wick; from the 
liver, pus with a foul odor was discharged on 
removing the packing. On the third day the 
patient, who had been doing well, suddenly 
grew worse, with high pulse and temperature, 
and died on the fifth day after operation. No 
autopsy could be obtained. 

As deductions, and to aid in discussion, I 
will offer the following suggestions: 

1. That the retroperitoneal lymphatics are 
probably always infected to some extent in 
inflammation of the appendix, the degree of 
the infection not necessarily depending on 
the extent of the appendiceal inflammation; 
a mild, chronic appendicitis at times giving 
rise to a severe lymphangitis. 

2. That the lymphatic disturbance may 
date its origin from an appendicitis occur- 
ring many months beforehand. 

3. That a lymphatic infection severe enough 
to warrant local treatment is rare when com- 
pared with all the cases of appendicitis, but 
that such an affection is probably more com- 
mon than a portal infection. 

4. That mild infections of both the lym- 
phatics and of the portal system may yield 
to medical treatment. 

5. That persistent fever, without other evi- 
dent cause, should. suggest one or both of 
these infections. 

6. That spasm, tenderness, and later ful- 
ness, in the right loin should indicate a re- 
troperitoneal infection from some source or 
other, possibly due to an appendicitis, though 
due in many cases to renal, hepatic, pleural, 
or other lesions. 

7. That chills and hepatic tenderness, as- 
sociated at times with jaundice, may be of 
appendiceal origin, and that this origin, es- 
pecially in obscure cases, should be sought 
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for most carefully in physical examination, 
in the personal history, and, if necessary, 
in abdominal exploration. 

8. That drainage in the loin gives prompt 
and satisfactory relief where pus or even a 
diffuse cellulitis has formed. 

9. That prompt and thorough drainage of 
the liver, together with removal of the in- 
flamed appendix, offers the best means for 
recovery from septic infections of the liver. 

10. That aspiration of the liver is an im- 
perfect, unsatisfactory, and unsurgical pro- 
cedure. Abdominal section with definite, 
free exploration of the liver and free open- 
ing of all abscesses within reach is far more 
satisfactory, not difficult, and less dangerous 
than aspiration. 


THE REAL VALUE OF QUININE IN 
LABOR. 





By M. H. FussE..L, M.D., 
Instructor in Clinical Medicine, University of Pennsylvania. 





In the University Medical Magazine for 
October, 1889, I reported a number of cases 
of labor in which I had used quinine to 
hasten and increase the delayed pains. I 
concluded that article as follows: First, that 
in multipare where labor is delayed on ac- 
count of uterine inertia, quinine in fifteen- 
grain doses will hasten it; secondly, that in 
primipare the drug is of much more uncer- 
tain value. 

In the eleven years that have elapsed since 
that article was published I have used quinine 
where the pains were slow and inefficient, and 
where the delay was due to simple inertia. I 
have practically never found the drug to fail 
in its expected action. 

These facts have suggested the writing of 
this article: First, because of my own con- 
tinued success with the drug, and the cer- 
tainty of its value; secondly, because of the 
fact that recent writers in obstetrics either 
ignore its value or deprecate its use; thirdly, 
because writers on therapeutics still advise 
its use; fourthly, because the drug has cer- 
tainly fallen into disuse by the general prac- 
titioner. 

In 1874 Dr. Alfred Smith, of Philadelphia, 
read a communication before the College of 
Physicians, in which he concludes: “(1) That 
quinine has no inherent property of stimula- 
ting the gravid uterus to contraction, being 
inert as to any effect upon the womb in a 
quiescent state, and having no decided ac- 
tion in accidental labors at any period of 
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gestation. (2) That to its property as a gen- 
eral stimulant and promoter of vital energy 
and functional activity, and to that alone, is 
due its influence upon the uterus in normal 
parturition, producing then no action peculiar 
to itself, but merely increasing the power of 
the uterus to expel its contents by its own 
natural method, converting what is a defect- 
ive or even pathological action into a simple 
physiological process. (3) That by availing 
ourselves of this power, we may by adminis- 
tering full doses of the sulphate of quinine 
at the onset of labor favor the rapid and safe 
termination of what might otherwise be a 
tedious and exhausting work.” 

Fordyce Barker, of New York, was the 
other teacher of his day who enthusiastic- 
ally indorsed the use of quinine. 

Following the lead of these two eminent 
teachers, quinine was much used by practi- 
tioners in Philadelphia and New York. Of 
late years for some reason the drug is 
scarcely if ever used. Hirst, in his work on 
obstetrics, says that his experience does not 
warrant him in recommending the drug, and 
that in certain cases it is the cause of severe 
postpartum hemorrhages. I have taken the 
trouble to consult a large number of the 
text-books on obstetrics in the library of the 
College of Physicians of Philadelphia, and 
find that the vast majority of authors do not 
mention the drug. I did not find it in a 
single French or German author. Those 
who do mention it give but a few words to 
its consideration, except Harris in Playfair 
and Cameron in Jewett’s System. Lusk 
quotes Alfred Smith as above. My own 
experience with the drug has been so grati- 
fying that I am forced to believe that its 
abandonment has been due to carelessness 
in its use and to the fact that as new teach- 
ers have come on the stage they have lost 
sight of the value of the drug, and their 
students have followed in their footsteps. 
Curiously, probably all the works on thera- 
peutics recommend the drug in uterine iner- 
tia. Inquiry among my acquaintances makes 
certain that quinine is practically never used 
at the present time by the practitioners in 
this locality for its effect upon an inert 
uterus. So frequently have I used the drug, 
and so uniform is its action under certain 
circumstances, that I am often able to time 
exactly the period of rapid expulsive pains. 
I will not quote the numerous cases, over 
one hundred, in which I have used quinine, 
for they would be a simple repetition of the 
same tale. One, however, occurred while 


this article was under preparation which so 
exactly represents this class that I will give 
it in brief. 

Mrs. K. called me at 8 p.m., giving a history 
of vague pains all day. Examination showed 
an os the size of a dollar. While I remained 
in the house, pains occurred every fifteen 
minutes (actual time). The patient lived 
close to my office. I ordered sixteen grains 
of quinine to be administered at 9 P.M., 
saying I would return at 9.30. At 945 I 
reached the house, and found that pains had 
been recurring every few minutes and were 
severe. The os was fully dilated; the mem- 
branes ruptured at my first examination, and 
the child was born about ro p.m. 

This case has been repeated a score of 
times in my experience. What promised to 
be a tedious and exhausting labor, because 
it was tedious, was converted into a simple 
short period by the use of quinine. 

Another case deserves mention. I was 
called to see a woman who had been having 
pains during the early part of the day. The 
os was well dilated, but no pain occurred for 
half an hour after I entered the house. I 
administered fifteen grains of quinine, and in 
half an hour pains began. In one hour labor 
was in full progress and speedily terminated 

In cases where painful contractions of the 
uterus occur, but where there is no effect 
upon the os, quinine is valueless. This is 
shown by the following case: Mrs. B. had 
been suffering for three or four days from 
irregular pains in the uterus. The os was 
rigid, showed no evidence of softening or 
dilatation. Quinine was administered with 
absolutely no effect. Morphine caused a 
cessation of the pain, but labor did not oc- 
cur for a period of two weeks. 

In regard to Professor Hirst’s serious ob- 
jection that quinine administered to certain 
susceptible individuals will precipitate a se- 
vere postpartum hemorrhage, I can but say 
that such an occurrence has never happened 
to me. On the contrary, it has appeared 
that the leakage after labor is decidedly less 
following the use of quinine than when it is 
not given. This was especially noticeable 
in the case of a woman whom I have at- 
tended in five labors. Her first two labors 
were conducted by another practitioner. The 
second labor she told me was prolonged over 
thirty-six hours, and there was considerable 
hemorrhage following it. At the third labor, 
the first in which I attended her, she took 
quinine, with the usual result of prompt and 
efficient action. There was absolutely no 
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hemorrhage following the birth of the child. 
These same conditions have obtained in each 
of the following labors. 

Dr. Smith in the article above quoted says: 
“Several of the patients had had flooding 
under my care previously, some of them ha- 
bitually, and some stated that they had al- 
ways had a profuse and weakening flow in 
all their other labors. In the whole forty- 
two I had not one case of flooding.” 

In primipare the drug in my hands has 
not been as useful asin multipare. It would 
appear that the cause of this is that the 
slowness of the labor is not so much the lack 
of nervous force in the individual as the fail- 
ure of the head to engage and press against 
the os early as it does in the normal multi- 
para. 

The result of the administration of qui- 
nine in a case of uterine inertia is the 
appearance of strong intermittent quickly 
recurring uterine contractions, exactly re- 
sembling normal labor pains, and entirely 
different from the tonic contractions brought 
about by ergot. 

For some reason cinchonism has not oc- 
curred in these cases. 

I would strongly urge, then, that quinine 
should be used in all cases of multipare, 
where labor has actually begun, and where 
the pains are slow and ineffectual and the os 
fairly well dilated. In fifteen minutes to 
half an hour the pains will increase in fre- 
quency and strength. If there is no obstruc- 
tion the labor will be speedily terminated. 

The employment of the drug will fre- 
quently obviate the use of forceps in uterine 
inertia. Necessarily it should mot be used, 
and valuable time lost, where the failure of 
the head to engage is due to malpositions or 
to some disproportion between the sizes of 
the head of the child and the pelvis of the 
mother. 


MEDULLARY NARCOSIS.* 





By W. L. RopMAN, M.D., 


Professor of the Principles of Surgery and Clinical Surgery, 
Medico-Chirurgical College; Professor of Principles 
and Practice of Surgery, Woman’s Medical 
College, Philadelphia. 





The recent publication of a complete and 
Classical review of the subject of regional 
anesthesia, by a distinguished member of this 
society, Professor Matas, would make it a 





*Read before Southern Surgical and Gynecological 
Association, at Atlanta, Nov. 13, 1900. 


work of supererogation in me to go at all 
into the history and literature of the subject 
of subarachnoid injection of cocaine and 
other agents. The ground has been so 
thoroughly covered in the paper referred to, 
that any one else must necessarily repeat 
what has already been said in the best possi- 
ble way. I have, therefore, decided to write 
only a short paper simply for the purpose of 
introducing this important subject for gen- 
eral discussion; knowing that many here have 
used it, and possibly have not yet published 
their experience. 

There are certain practical details that we 
are all interested in, and upon only a few of 
them have opinions as yet crystallized. I 
shall, therefore, take up the points of most 
practical value, and briefly discuss them. 

1, Will medullary narcosis displace ether 
and chloroform in operations below the dia- 
phragm? No one, I take it, however opti- 
mistic he may be concerning this new method 
of producing analgesia, could think for a 
moment of abandoning ether and chloroform. 
I myself am firm in the conviction that these 
trusted agents will continue to enjoy our 
confidence, and that the Corning-Bier method 
will be held in reserve for certain cases where 
there is seemingly a clear contraindication to 
chloroform andether. Knowing the dangers 
of these agents we have for years wished for 
something else to use in their stead upon cer- 
tain occasions. Ether is clearly contraindi- 
cated in old people with bronchial, pulmonary, 
and renal disease. It is also unsafe in con- 
ditions of arteriosclerosis. Chloroform is 
decidedly unsafe in fatty, dilated, or weak 
heart from any cause; and while valvular 
disease is not so positive a contraindication 
to its use, all of us feel uneasy when com- 
pelled to administer it in such conditions. 
Have we in medullary narcosis a safe chan- 
nel between Charybdis and Scylla? After 
carefully reviewing all reported cases to date, 
with my own limited experience, I am led to 
think that while safer in the conditions we 
have mentioned than ether and chloroform, 
there is still some danger in the new method. 
So the channel is only a better one— not 
perfectly safe. It will take the experience 
of another year at least to set us right, and 
to teach us better than we now know the 
exact status it is to fill in general surgical 
work. 

2. It should, then, be given to subjects 
suffering from bronchial, pulmonary, and 
renal diseases; to patients affected with 
fatty or dilated heart, and cardiac diseases 
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in general. It may also, in my judgment, be 


. given to old people where the shock of gen- 


eral anesthesia is oftentimes so great, and 
from its action in one case I believe it to 
be safer than either chloroform or ether in 
drunkards. 

3. The place where the spinal canal is en- 
tered is of some importance. Tuffier, Murphy, 
Matas, and others having the largest experi- 
ence with this treatment, have preferred the 
fourth lumbar interspace. Any of the lum- 
bar spaces can be punctured with safety; the 
fifth interspace between the last lumbar and 
the first sacral vertebra being in some re- 
spects the easiest route. We should always 
remember that the spinal cord proper termi- 
nates at the first lumbar vertebra; so that in 
puncturing below this point we stand in dan- 
ger of injuring only the cauda equina and not 
the spinal cord itself. While Tait and Cag- 
lieri have found the sixth cervical interspace 
an available and satisfactory route, I should 
hesitate to puncture so near the medulla. 
Furthermore, the reports of Tait and Cag- 
lieri lead one to believe that the anesthesia 
is by far less complete and satisfactory than 
when low puncture is made. 

4. Under this heading we will consider the 
primary dangers of simple puncture without 
injection. Since 1890, when Quincke first 
demonstrated the feasibility of withdrawing 
cerebrospinal fluid by lumbar puncture, it has 
been done in hundreds, nay thousands, of 
cases. Even when done for diagnostic pur- 
poses there is a certain amount of danger, as 
by so doing the nice balance and perfect 
equilibrium which normally exists between 
such delicate structures as the brain and 
spinal cord with their membranes and fluid 
is, for the nonce, interfered with. A small 
number of such cases have died immediately, 
or so quickly that death could not have been 
due to other causes. Bier himself had very 
unpleasant symptoms after simple puncture 
in his own person. Having escaped the im- 
mediate dangers of puncture for diagnostic 
purposes, viz., shock, asphyxia, etc., such 
after symptoms as nausea, headache, de- 
lirium, and insomnia have usually passed 
away, leaving no unpleasant symptoms be- 
hind. 

5. It has not been shown that secondary 
changes either inflammatory or degenerative 
have taken place in either membranes or 
cord leading to chronic disease. Theoret- 
ically one might fear some form of sclerosis. 
Considerably more operative work has been 
done upon the brain than on the spinal cord, 


and we naturally infer that what results from 
traumatisms of the former may occur in in- 
juries to the latter. The brain and its mem- 
branes are very tolerant of operative inter- 
ference, and it has not been shown that 
persons thus treated are more subject than 
others to cerebral affections. We are, there- 
fore, in a measure justified in assuming that 
simple .puncture of the spinal cord, if asep- 
tically done, is unlikely to be followed by 
serious changes in the cord or its mem- 
branes. 

6. If we add to simple puncture the injec- 
tion of some chemical substance by which 
anesthesia is produced, a new element of 
danger is undoubtedly added. Therefore, 
the choice of a local anesthetic becomes of 
paramount importance. It has been shown 
that anesthesia will follow the injection of 
many agents into the spinal canal. Cocaine, 
however, has been used far more than all 
other substances combined. We know, at 
the outset, that this agent, the most certain 
of all in its anesthetic effect, is difficult to 
sterilize, as it cannot be boiled without im- 
pairing its anesthetic properties. Raised to 
a temperature above 180° F., it is decom- 
posed into ecgonin and becomes compara- 
tively inert. Some, however, think it can be 
boiled and then introduced into the spinal 
canal without impairing its anesthetic prop- 
erties. By raising it to a temperature of 
180° F., and repeating this twice, thrice, 
or even six times, as recommended by 
Tuffier, it should be sterile and therefore 
safe. Eucaine can be boiled, and on theo- 
retical grounds has been preferred by a few. 
In the hands of nearly all who have used 
it, it has been in a measure .disappointing, 
and has not taken the place of the more 
reliable agent cocaine. Antipyrin, nirvanin, 
morphine, etc., have also been used with only 
reasonably satisfactory results. 

7. The dose, or amount injected, is of the 
very greatest importance. Bier and Tuffier 
began by using thirty minims of a two per- 
cent solution of cocaine. Both have found 
this dose too large, and likely to be followed 
by marked symptoms, such as shock, col- 
lapse, free diaphoresis, nausea, rapid pulse, 
embarrassed respiration, and so on. They 
both now look upon this as a maximum dose, 
recommending half the amount, or about 
one third of a grain of cocaine, as the usual 
dose. The concentration of the solution is 
also of importance, as it would seem that a 
small dose of a two-per-cent solution is bet- 
ter than a larger dose in greater dilution. I 
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have reduced the number of minims of a 
two-per-cent solution each time I have prac- 
ticed this method, and thus far have not 
failed to get complete analgesia. I first 
injected 18 minims, in my second patient 17, 
in the next 16, and hope to reduce the 
amount to 10. In my judgment this is of 
great importance, as we should aim to get 
complete anesthesia with the smallest amount 
of the drug. 

8. The primary and secondary effects of 
an injection of cocaine into the spinal canal 
are those of simple puncture exaggerated. 
Shock is increased; headache, restlessness, 
delirium, and other symptoms are neces- 
sarily more pronounced. Tuffier lost one 
patient in 125 operations, death taking place 
quickly from asphyxia. Roumanian sur- 
geons, with whom this new method has had 
extensive trial, look upon it with misgivings, 
as several deaths (at least two) have oc- 
curred as the result of spinal cocainization. 
This much is certain: primary danger, while 
not great, still exists, as a limited number of 
cases will die from asphyxia, shock, etc. We 
are, too, already hearing something from 
pathologists and specialists in nervous dis- 
eases about the possible scleroses of the cord 
that may follow this method of treatment. It 
remains to be seen whether their forebodings 
are justified. I cannot think that the simple 
introduction of a sterile fluid will increase 
what might be called the secondary dangers, 
and they will probably be no more frequent 
than has been encountered after simple punc- 
ture for diagnostic purposes. Experiments 
upon dogs and other lower animals bear out 
this view, as they have been killed long after 
the injection, and their spinal cords and mem- 
branes carefully studied for histopathologic 
changes, with negative results always. 

9. How shall we sterilize the agent chosen 
to produce anesthesia? No substance should 
be chosen that cannot be either boiled or 
taised to such a high temperature as to de- 
stroy ordinary pathogenic organisms. Chem- 
ical disinfection is out of the question. 

10. The method of injection is also of 
great importance. The fluid should be 
thrown in very slowly, at least one minute 
being consumed. It is, moreover, advised 
by nearly all that the needle be kept in po- 
sition two minutes longer. This was first 
insisted upon by Bier, and the injunction has 
since been repeated by Tuffier and others. 
This is done to prevent the cerebrospinal 
fluid from flowing out at the point of punc- 
ture before complete distribution of the 


cocaine has taken place, and its absorption 
at least partially advanced. The fluid 
should be injected warm, which is easily 
arranged by putting the ampulle in warm 
water for a few minutes before use. 

11. The length, size, shape, and composi- 
tion of the needle are of great importance. 
It should be at least three inches long, of 
small diameter, with a very sharp point, and 
short bevel. If the bevel is long the fluid 
may escape into the extradural space. The 
best needle is made of a composition of 
iridium and platinum. Steel is more likely 
to break and rust (inside and out), and it 
cannot be sterilized in a flame. The irido- 
platinum needle can be sterilized in an open 
flame, does not bend too much, and yet 
enough, and is not easily broken. The syr- 
inge should be entirely of glass, so that it 
can be boiled. Its transparency makes it 
superior to metal, enabling the surgeon to 
see whether or not the fluid is being intro- 
duced. 

12. Zechnigue.—The patient is first blind- 
folded and his ears filled with cotton to 
avoid psychic pain. The operative field 
should be treated in the most approved 
aseptic and antiseptic way before spinal 
puncture is undertaken—not only the point 
of puncture, but every part of the back that 
the surgeon’s hands may accidentally come 
in contact with. The patient should be in 
the sitting position. The spine of the fourth 
lumbar vertebra being located, the thumb of 
the left hand is placed there. This may al- 
ways be recognized by a line drawn from 
the crests of the ilia, which will pass through 
the spinous process of the fourth lumbar ver-* 
tebra. The patient is asked to bend forward, 
placing the hands on the thighs, or fold- 
ing his arms; or assuming an exaggerated 
“scorching position.” By this means the 
interspace is increased very much, and the 
passage of the needle between the laminz 
greatly facilitated. It traverses, of course, 
skin, cellular tissue, lumborum muscles, and 
meninges. The puncture is made either to 
the right or left of the spinous process, one- 
third of an inch either to right or left of 
the median line being the point of election. 
The surgeon soon recognizes that the point 
of the needle is in a cavity by the lessened 
resistance in front, and usually he will be 
made certain of its position by the escape of 
cerebrospinal fluid drop by drop. The injec- 
tion should never be made until this positive 
assurance is had. If the operator is sure 
that the needle is in place, .ad yet spinal 
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fluid does not escape, he may attach the 
syringe and gently aspirate, in this way 
Starting the fluid. Of course, perfect anes- 
thesia will not follow if the injection be made 
before the escape of cerebrospinal fluid. 
The needle having entered the subarachnoid 
space, as evidenced by the escape of its 
fluid, the cocaine should now be slowly in- 
jected at a temperature similar to that of the 
blood, or normal cerebrospinal fluid, as less 
shock will be given by so doing. After 
three minutes from the beginning of the 
injection the needle is withdrawn and the 
puncture immediately covered with iodoform 
collodion. The iodoform used should be 
crystals (never the powder) which have been 
sterilized in 1-to-500 bichloride of mercury. 
A pad of sterile gauze is placed over this 
and secured by adhesive strips. Anesthesia 
will be complete nearly always in ten min- 
utes, sometimes as early as five or six, rarely 
as late as fifteen. 


“COLD IN THE HEAD:” HOW IT MAY 
BE AVOIDED AND HOW TO 
TREAT IT. 





By GEorGE C. Stout, M.D., 
Laryngologist and Aurist to St. Mary’s Hospital; Instructor 
in Diseases of the Ear, Philadeliphia Polyclinic, etc., 
Philadelphia. 





Cold in the head is an acute catarrhal in- 
flammation of the mucous membrane lining 
of the nose, extending at times to the adjacent 
sinuses, and manifested by sneezing, hyper- 
emia, hypersecretion, and difficult respiration 
through the nose. This brief sketch will deal 
rather with the simple form of acute coryza 
than the specific forms which occur in the ex- 
anthemata or associated with special dyscrasia. 
Although it is apparently evanescent and 
self-limited, it is not well to pass it by too 
lightly, for while it often seems trivial to the 
physician it is not so to the patient, and it is 
really one of the most common excuses for 
recourse to the nostrum vender. Physicians 
too often consider a head cold unworthy 
of notice unless the accessory sinuses, the 
pharynx, or the middle ear have become in- 
volved. 

Causes.—The chief underlying cause of this 
trouble is a depressed state of the nervous 
system, which results in a sluggishness of the 
heat- producing centers. Such a state may be 
brought about by excessive mental or physical 
fatigue, or by a lack of circulatory stimulus 
from inactivity of mind or body. In other 
words, the many exciting causes are not prone 


to bring about a cold unless there is also a 
relaxed condition of the heat centers. One 
is more apt to “catch cold” when in the de- 
pressed state brought about by a funeral or 
a dull lecture or meeting than when exhila- 
rated as at a dance, or place of amusement, 
even though the exposure may be greater 
under the latter conditions. Sitting idly in a 
trolley car or train for some time makes one 
liable to cold. Improper clothing, sitting in 
a draught, changing from a warm to a cold 
room, or vice versa, are common exciting 
causes. So, too, the action of irritating mat- 
ter, such as dust or certain chemical vapors, 
is a causative factor. Improperly protected 
feet and failure to promptly change wet 
stockings are very common causes. Those 
who are susceptible to colds from slight 
causes are usually sufferers from some nasal 
deformity—-more commonly hypertrophic 
rhinitis. The excessive use of alcohol or to- 
bacco is a predisposing cause. Acute colds 
are rare in old age. 

In order that the nose may properly per- 
form its function of heating and moistening 
the inspired air, the amount of the blood- 
supply and glandular secretion of its lining 
mucous membrane must be constantly varied 
to suit atmospheric conditions of temperature, 
dryness, or moistness, and in order that these 
changes may take place rapidly the mechan- 
ism governing these conditions must be 
delicately poised: thus the sphenopalatine 
ganglion and the fifth pair of cranial nerves 
must be in a healthy condition to regulate 
the blood and glandular supplies, and for 
them to be in good condition means that the 
general nervous system should be normal. 

Pathology.—In the early stage the mem- 
brane lining the nose is turgescent, with a 
dry surface; this dry stage being shortly fol- 
lowed by a moist one in which there is an 
exudation of serous fluid, which is saline and 
irritant. The serous fluid later becoming 
charged with desquamating epithelial cells 
and leucocytes grows thick and clowdy, and 
still later yellowish. This latter hue is prob- 
ably exaggerated by the staphylococcus 
aureus present. Various bacteria have been 
found in the secretion, but none have been 
positively identified as the cause. 

Symptoms.—These are well known even to 
the layman if he resides in latitudes subject 
to marked temperature changes. At first 
there is often a sense of dryness and discom- 
fort in the nostrils accompanied by sneezing. 
There may be fever, chilliness, or in severe 
cases a distinct rigor. Dull head pains, 
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especially after mental effort, and painful 
sensations in the muscles or joints, together 
with a feeling of lassitude, are often present. 
Following the dry stage by a few hours the 
secretion becomes excessive, the engorged 
blood-vessels exuding their liquor sanguinis, 
which mingles with the desquamated cells. 
The stuffiness or complete closure of the 
nares by the swollen erectile tissues adds 
materially to the discomfort, occasioning 
mouth-breathing and its concomitants, vocal 
impairment, sore throat, and cough. Should 
the frontal sinus become involved there is 
distressing supraorbital headache. This is 
often the case when congestion only is pres- 
ent in this region, without suppuration. If 
the antrum of Highmore becomes involved, 
neuralgic pains in the face and teeth will be 
experienced. There is often a sense of ful- 
ness in the ears, or even deafness, with or 
without ringing noises from closure of the 
Eustachian tube orifices. This closure is 
thought to be a provision of nature to pre- 
vent septic infection through the tubes, but if 
persisted in may lead to middle-ear inflam- 
mation. If the orifices of the tear duct under 
the inferior turbinate are encroached upon 
by the swollen mucous membrane, there will 
be an overflow of tears onto the cheek. The 
senses of smell and taste are often lost, and 
there is at times difficulty in concentrating 
the attention (aprosexia). The excoriation 
so often found at the edge of the nostrils is 
probably in part due to the irritating secre- 
tion, but chiefly to undue use of handker- 
chiefs. 

Treatment.—This should be divided into 
prophylactic, abortive, and curative. Prophy- 
laxis embraces rational clothing, the avoid- 
ance of draughts, care of the digestive 
functions, and maintaining the nervous tone. 
Too much clothing is more apt to be worn 
than too little. Those whose life- work is 
indoors should wear light underwear the year 
round, and put on heavy outer garments 
when going out in cold weather. The feet 
and legs should be especially well protected, 
and stockings should be changed at once 
upon becoming wet. 

As a preventive measure a brisk dry mas- 
sage of the body and limbs morning and 
evening is excellent. This may be reenforced 
by a laxative tablet of calomel and sodium 
bicarbonate, and a granule of strychnine sul- 
phate 51, to ;45 grain three times a day, or a 
hot drink at bedtime after a hot foot-bath; 
then covering up well in bed so as to cause 
general perspiration; dressing rapidly in the 


morning, and remaining in the house until 
the circulation is thoroughly established. 
After an attack is fairly started the bowels 
should be regulated by a saline cathartic, 
and the nerve tone should be maintained by 
zy gtain of strychnine thrice daily after 
meals, or if the discharge from the nose is 
free the following tablet may be used: 
B Morph. sulph., gr. 1-32; 
Strych. sulph., gr. 1-95; 
Atropine sulph., gr. I-150; 
Acid. arsen., gr. 1-100; 
Aconitine, gr. I-1000. 


M. Sig.: One to three daily according to symptoms. 


The local treatment should be carried out 
with great gentleness; the patient should be 
cautioned not to blow or wipe the nose ex- 
cept when absolutely necessary, and then 
only gently, blowing one nostril at a time 
while it is entirely free from pressure. 

As a preliminary measure the nares should 
be thoroughly though gently sprayed with 
an alkaline antiseptic solution, which should 
pass through the nasopharynx into the mouth. 
The chief remedial agent is a one-per-cent 
solution of cocaine, to which may be added 
two grains of boric acid to the fluidounce. 
When the secretion is excessive and the 
breathing space nearly closed, a small quan- 
tity of this solution should be sprayed into 
each nostril, barely sufficient to cover the 
membrane, but not enough to reach the naso- 
pharynx or to run out in front. This should 
be allowed to rest undisturbed upon the 
membrane for about five minutes, when it 
may be followed by a spray of 

B Antipyrin, gr. x; 

Aquez destillat., f 3 j. 

M. 


This in turn should be allowed to soak for 


‘five minutes and then gently blown out, and 


a coat of the mild chloride of mercury in- 
sufflated over the turbinates so lightly that it 
barely turns the surface gray. This may be 
followed by an oily protective solution, ¢.g.: 

B Menthol (crystals), gr. v; 

Liq. petrolei, f 3 j. 

The above procedures should be carried 
out once daily by the physician. 

This treatment, while seemingly elaborate, 
will shorten the attack and greatly alleviate 
the symptoms, and it is very simple if the 
remedies are at hand. Hemming or hawk- 
ing should be restrained; the motion of 
swallowing will often relieve the desire to do 
these; if not, a lozenge of red gum or slip- 
pery elm may be allowed to slowly dissolve 
in the mouth to relieve the tickling sensation 
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in the throat. Pharyngitis or laryngitis if 
present will be relieved by a spray: 


B Ol. eucalyptol, ™ ij; 
Zinc. sulph., gr. x; 
Antipyrin, gr. xl; 
Aque destillate, f 3 ij. 

M. 


This should be sprayed into the pharynx and 
inhaled into the larynx every two or three 
hours. Frontal sinus pain is relieved by the 
above local treatment, to which may be 
added a hot-water bag across the eyes when 
the pain is severe. Suprarenal extract has 
been used to prolong the action of the 
cocaine solution, but as it aggravates the 
symptoms in a number of cases I no longer 
use it. The danger of giving the cocaine 
habit must be borne in mind, as it is easily 
done,'in spite of authorities to the contrary. 
The patient therefore should not know what 
he is getting, and a prescription should never 
be given containing this remedy. In rare 
cases which are very aggravated I sometimes 
give the patient a half-drachm vial of cocaine 
solution, instructing him to add the contents 
to an atomizer half filled with an antiseptic 
solution, as follows: 


B Sodii bicarb., gr. v; 
Sodii borat., gr. x; 
Listerine, f 3 v; 
Aque, f 3 iv. 


He may spray a small quantity of this into 
each nostril when the stuffiness is excessive; 
but under no circumstance should he be told 
what it is. 

A capsule composed of the following may 
be given every two or three hours in place of 
the anticold tablet mentioned above: 


B Pulv. opii, gr. % to gr. %; 
Camphore, gr. j; 
Ammon. carbonat., gr. j to iij. 
M. 


GONORRHEA AND ITS TREATMENT FROM 
THE PRESENT STANDPOINT. 





By HEnry J. ScHERCK, M.D., 
Consulting Surgeon, City Hospital, St. Louis, Mo. 
There are few diseases for which there 
existssuch a multiplicity of remedies as gonor- 
rhea, yet it seems there is much to be desired 
in the way of treatment which will insure 
definite results in most cases. It therefore 
behooves all workers in the special field of 
genito-urinary diseases to keep careful notes 


of their cases, together with the treatment 
employed and the results obtained. In this 
way alone will definite conclusions be de- 
duced as to the most efficient method of 
handling the disease—a disease of grave 
importance, the results of which often ex- 
tend over years of suffering, the complica- 
tions of which shorten life, and last but not 
least, the pathological conditions which it 
may induce in the innocent partner in life, 
as has been so clearly proven by the writings 
of Lawson Tait, Wertheim, and others. 

True gonorrhea is primarily a local infec- 
tion due to the deposit on a mucous mem. 
brane of the gonococci of Neisser. The 
primary object in the treatment is to destroy 
the activity of these germs as quickly as 
possible. The treatment of acute gonorrhea 
involving only the pendulous urethra is not 
a difficult task, but it is in the extension of 
the disease to the posterior urethra, seminal 
vesicles, the prostate gland, and even to the 
bladder, that we meet with most obstacles. 
A careful study, then, of the anatomy of 
the urethra and its contiguous structures is 
absolutely necessary to a proper and scien- 
tific understanding and treatment of this 
disease. 

I will not burden the reader with an ex- 
haustive description of the anatomy of the 
genital apparatus, but simply call attention 
to the more important points bearing di- 
rectly on the treatment of this disease. We 
know that the urethra is lined with mucous 
membrane from the meatus to the bladder, 
and in the anterior urethra, which embraces 
the canal from the meatus to the triangular 
ligament, we have three kinds of glands, 
opening into the canal—Cowper's glands, the 
crypts of Morgagni, and the follicles of Lit- 
tré. All these glands belong to the class 
known as the compound racemose variety. 
Littré’s and Morgagni’s glands resemble 
each other closely; Littré’s, however, being 
much more numerous, are located mostly on 
the floor of the urethra. Cowper’s glands 
are situated behind the anterior layer of the 
triangular ligament, their ducts opening into 
the bulbous urethra. 

In the prostatic part of the urethra numer- 
ous glands exist. By careful examination 
the ducts are seen opening into the urethra 
from and around the region of the prostate. 
These openings are small tubes lined with 
epithelium, running into the substance of the 
prostate. The prostate gland itself contains 
a large quantity of unstriped muscular fibers 
running in various directions, and by means 
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of the contraction of these the prostatic fluid 
is thrown into the urethral canal. * Attention 
is especially called to this fact for the reason 
that in cases of prostatic gonorrhea, where 
foci of infection remain embedded in the 
gland, the infected pus is by means of this 
contraction thrown into the urethral canal, 
thereby reinfecting it. On either side of the 
sinus pocularis are the ejaculatory ducts 
which convey the semen from the seminal 
vesicles. Beyond the verumontanum we have 
the prostatic tubules, already referred to; their 
number varies greatly in different individuals. 
Careful attention is called to these, as we 
often find them the seat of chronic inflam- 
mation, causing the adjacent structures to 
become hypertrophied, giving rise to what 
is sometimes called the third lobe of the 
prostate. In this region, also, we find the 
sphincter muscles dividing the anterior from 
the posterior urethra, the dividing line fre- 
quently between the infected and the non- 
infected portions of the urethra. I have 
called attention to these points of the anat- 
omy as directly bearing on the scientific 
treatment of urethritis. 

When the urethra has been infected with 
gonorrheal pus, infection beginning at the 
meatus travels toward the sphincter muscle, 
and in uncomplicated cases is usually limited 
by this obstruction. If at this time local 
antiseptic treatment is begun, with careful 
attention to the mode of life and diet, to- 
gether with certain internal medication, cases 
usually respond to treatment and promptly 
get well. In these cases infection is not deep, 
nor is it in truth more than a surface inflam- 
mation. 

The observations herein recorded are the 
result of the study of over seventy-five cases 
of urethritis. The statements consist of the 
general deductions drawn from the results 
of the treatment employed. 

When a patient comes to me, I get from 
him as complete a history as possible, with 
special reference to the length of time since 
the attack began; secondly, I ascertain 
whether the posterior canal or other struc- 
tures posterior to the cut-off muscle are in- 
volved or not; thirdly, whether it is the first 
attack or not. A microscopical examination 
is also made to discover the presence and 
conditions of the gonococci. From this 
history and examination I endeavor to estab- 
lish whether it is an acute attack. As will 
be shown later, many patients come, think- 
ing their cases are acute infections, but in- 
vestigation shows them to be old infections 


made active by excessive sexual indulgence 
or the abuse of alcohol. In these cases we 
will find, upon examining closely, that at 
some point the infection has been lying 
dormant, either in some of the folds, crypts, 
or tubules of the urethral canal, and has been 
stimulated into fresh activity, thereby rein- 
fecting the canal. It is from these patients 
that we often hear the remark, “I catch the 
gonorrhea every time that I have connection 
with a woman.” These cases, I repeat, are 
simply uncured cases, which under certain 
conditions of congestion, irritation, and stim- 
ulation, become acute again and reinfect the 
healthy portion of the canal. If a patient 
presents himself with a history of recent ex- 
posure, free, purulent discharge, and red, 
angry mucous membrane near the meatus, 
the probability is that it is an acute attack. 
A microscopic examination is made and the 
quantity of gonococci in the discharge is 
noted. The general form of treatment in 
such acute cases consists of the following 
procedures: The urethra is first carefully 
washed with lukewarm water, after which one 
of the more modern of the various gonococci- 
cides is used, such as mercurol, protargol, or 
Credé’s silver solution. All of these drugs 
should be used in solutions of definite strength, 
and the solutions should be freshly prepared. 
Argonin is only dissolved by hot water; the 
others above mentioned may be dissolved in 
cold water. The following table shows the 
strengths in which the various agents are 
usually employed by me: 


ee 2-per-cent solution. 
Ly | er 5-per-cent solution. 
Credé’s silver........<..00 I-per-cent solution. 


Argonin and protargol are salts of silver 
having strongly antiseptic and germicidal 
action, without so great an irritating effect 
as the nitrate, and mercurol is a salt of mer- 
cury, possessing also strongly germicidal 
properties. The action of mercurol is said 
to more deeply penetrate the tissues, as it 
does not coagulate the albumin. 
Whichever solution is used should be in- 
troduced gently into the canal with a three- 
ounce hard- rubber blunt- pointed syringe 
until the anterior canal is distended. The 
solution is allowed to remain there for five 
minutes, the patient closing the meatus by 
pressure of the finger. Care should be taken 
not to force this solution beyond the cut-off 
muscle. After this solution has been retained 
for the proper length of time, it is allowed to 
escape, and a two-gallon irrigator, filled with 
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a 1: 1000 solution of permanganate of potas- 
sium, at a temperature of 120° F., is irrigated 
into the canal. The irrigator is raised to a 
sufficient height to cause the pressure to 
easily distend the canal, yet not sufficient to 
overcome the sphincter muscle. As the canal 
is distended the permanganate solution is 
allowed to escape and refill until the entire 
quantity of solution has been used. The 
nozzle employed is blunt- pointed so as not 
to cause any injury to the delicate mucous 
membrane, and behind and around the tip 
there is a cup-shaped guard to prevent the 
operator being soiled by the return flow. 
From day to day the strength of the per- 
manganate solution is increased gradually 
until about one in five hundred (1:500) is 
attained. Every second day a microscopic 
examination should be made of the dis- 
charge, and the decrease in the amount of 
the gonococci noted. In the series of cases 
of which I have kept notes, the average time 
required for complete destruction of the gon- 
ococci was six to ten days. After the dis- 
charge contains no more cocci the use of the 
silver or mercurol solution is discontinued 
and the permanganate solution used alone, 
increasing it in strength as indicated by the 
condition of the case. This combined treat- 
ment, in the beginning, is practiced twice a 
day, if possible (if not, once a day will an- 
swer), and continued until the disappearance 
of the germs as above explained. The aver- 
age time required to cure these cases was 
fourteen days; some required three weeks. 

With reference to internal medication, the 
prime objec* is to cause the urine to become 
non-irritating, which is accomplished by dilu- 
tion and alkalization; secondly, to make it 
aseptic and germicidal. The first object is 
attained by the administration of alkaline 
salts and the free use of diluents, such as 
lithia waters, and the administration of diu- 
retics, triticum repens, saw palmetto or santal 
oil, while the urine can be made both sterile 
and antiseptic by the usé of cystogen (am- 
monio - formaldehyde), a very happy combi- 
nation being the following: 


B Cystogen, gr. v; 
Ol. santal, ™ x. 
Ft. in capsul. mol. no. i. Disp. tales doses no. xxx. 
Sig.: One capsule every four hours. 


My observation is that the administration 
of cystogen as above causes the exhibition in 
the slightly acid urine of sufficient formalde- 
hyde to make that excretion both germicidal 
It also favors the solubility 


and uri-solvent. 


of phosphates and oxalates, the precipitates 
of which, like that of the urates, are fre- 
quently a source of irritation. It is my 
practice to maintain this internal medica- 
tion throughout the treatment, as it serves 
to reduce the inflammation, limit the area 
of infection, and prevent reinfection. 

When gonorrhea is neglected, when the in- 
flammation is allowed to continue, when the 
posterior urethra becomes involved, either 
from extension of inflammation or from in- 
fection of that portion of the canal by the 
improper use of sounds, or by forcing the 
discharge back with injections, then the many 
small canals, glands, etc., become affected, 
the gonococci finding lodging places in the 
sulci and tubules. This, then, is posterior 
gonorrhea. This condition of acute post- 
urethritis is more difficult to handle. When 
the discharge reaches the prostatic portion, 
the pus and germs gradually work their way 
into the tubules, forming larger or smaller 
pockets of pus in the body of the gland. 
This fact can be easily proven by the fol- 
lowing test: 

Let the physician prepare three glass ves- 
sels; allow the patient to urinate a small 
quantity into the first vessel, and you will 
notice that floating around in the urine will 
be small strings of pus and mucus, known 
among German writers as “Tripper faden.” 
This is simply the washing of the canal, and 
shows that chronic inflammation is still going 
on in the anterior canal. Let him now pass 
a little urine into the second glass; it will 
appear on examination to be quite clear, 
unless there should be an existing super- 
ficial posterior urethritis or cystitis. Now 
prepare the third glass, but before allowing 
him to urinate into this, cause him to lean 
over a chair or table, and introduce the 
index-finger into the rectum and gradually 
milk the gland. You will empty into the 
prostatic urethra the pus secreted in the 
gland itself. Then allow him to urinate 
into the third glass. The contents of the 
third glass will show the pus secretion and 
chronic gonorrheal process going on in the 
gland. Should the seminal vesicles be in- 
volved, we can empty them also, by massage 
through the rectum. Collecting this dis- 
charge by means of a centrifuge and ex- 
amining it under a microscope, we find pus, 
spermatozoa, mucoid globules, and granular 
phosphates. Dr. Bryson called my attention 
to a very interesting point in the diagnosis of 
seminal vesiculitis, namely, that when pus 
cells were present in the seminal vesicles, the 
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spermatozoa would bury their heads within 
the pus cells, and that under the microscope 
they would appear in this position still, show- 
ing that the pus came from the vesicles. 

Again, we have gonorrheal cystitis as the 
result of the extension of the disease, mainly 
from unscientific treatment, but we will not 
consider this subject in this paper. 

Now it is evident that when the trouble is 
chronic, when not only are the gonococci 
found in the tubules and various glands but 
are also sometimes buried in the submucous 
tissue, we must first empty the glands and 
tubules of pus and germs, before solutions 
can reach them, and we must force our anti- 
septic medication directly into these various 
receptacles, in order to make them sterile of 
germs. In the pendulous urethra, the best 
means we have for emptying the glands is 
by dilatation before irrigation. In treating 
chronic anterior trouble we gradually dilate 
by pressure with a straight Oberlander dila- 
tor, which is covered with a thin aseptic rub- 
ber hood, avoiding vaselin as a lubricant, 
using in its stead carbolated glycerin. We 
increase the dilatation at each sitting until 
the limitation is reached. The antiseptic 
solution is then introduced in the same man- 
ner as directed for the acute condition, and 
held there for about the same length of time. 
Irrigation with permanganate of potash solu- 
tion is then done in the manner directed for 
acute anterior trouble, remembering that the 
height of the irrigator regulates to a nicety 
the force of the stream. 

Care should be taken, if the posterior canal 
is not already involved, not to force back the 
injected fluid beyond the limits of the ante- 
rior canal; still sufficient pressure must be 
used to dilate the anterior canal so as to 
allow the fluid to reach every corner and 
crevice. In cases where the prostatic por- 
tion of the canal is involved, together with 
the prostate gland, instead of a straight 
dilator of Oberlander, a curved one should 
be used, with its rubber protective. The 
rubber covers should be marked, so that 
they may be used, each for an individual 
case, and should be kept in a jar of anti- 
septic solution when not in use. Before 
treating prostatic gonorrhea, the gland must 
be thoroughly emptied of all pus by careful 
massage through the rectum. The patient is 
then allowed to urinate, so as to wash out all 
the discharge. The canal is gently cleansed 
and then irrigated, and finally a solution of 
one of the silver or mercury salts before 
mentioned is injected directly into the pros- 


tatic urethra, by means of a deep urethral 
syringe. In these cases the neck of the blad- 
der is often involved and irrigation becomes 
necessary. The bladder can be distended 
by irrigation per meatus by increasing the 
pressure from the irrigator and instructing 
the patient to relax the sphincter muscle as 
in the act of voiding urine. This method is 
a great advance over other methods. With 
a little practice the patient soon learns how 
to relax the muscle. Should he have trouble, 
urge him to urinate, and he will uncon- 
sciously relax the muscle. I have not only 
found this method of irrigation excellent in 
any condition requiring washing of the blad- 
der, but we thus avoid the introduction of 
instruments into the bladder, which so often 
causes trouble. The moment the patient 
complains of distention the pressure from 
the irrigator must be withdrawn and the 
bladder emptied. The bladder may in this 
manner be filled and emptied as often as 
may be deemed expedient, usually four or 
five times. 

As can be readily seen, the treatment in 
chronic cases takes considerably more time 
and care than the handling of acute cases; 
still, when this local treatment has been car- 
ried out systematically and carefully, I have 
seen but few cases where good results did 
not follow. There are cases where slight 
variation in treatment seems to be required, 
but I have omitted the consideration of these 
in this paper, which is intended only to give 
the general routine treatment that I employ. 

In chronic as in acute cases, I usually use 
alkaline mineral waters, diuretics, and the 
internal antiseptic cystogen. I find the in- 
ternal medication just as serviceable in these 
as in acute cases. 

Careful attention to the diet is necessary, 
with particular reference to the avoidance of 
such articles as would tend to either congest 
the genito-urinary tract or increase the acid- 
ity of the urine, or in any way cause that 
excretion to become more irritating to the 
mucous membranes. Carbonated waters are 
not to be recommended, as they tend to 
increase the acidity of the urine. 

This account of the diagnosis and treat- 
ment of gonorrhea may contain some sug- 
gestions helpful to the general practitioner, 
and it is the author’s earnest hope that it will 
serve to cause workers in this line to tabulate 
their cases so that they may be published, 
in order that definite conclusions may be 
reached with respect to the treatment of this 
disease. 
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4A STUDY OF SOME HEART LESIONS AND 
OF SOME OF THE MEASURES 
FOR THEIR RELIEF. 





By H. A. Hare, M.D., 


Professor of Therapeutics in the Jefferson Medical College; 
Physician to its Hospital. 





(Concluded from page 809, vol. xvi.) 


We now come to a discussion of the most 
important part of this article, namely, the 
treatment of some of the cOdnditions de- 
scribed. As has already been emphasized, 
the important thing for a heart in a case of 
strain due to external or internal causes is 
rest, in order that the least possible exertion 
may be made until it accustoms itself to the 
demands made upon it. 

This matter of rest has already been dwelt 
upon in previous pages, but it is so important 
that it should be emphasized again. There 
can be no doubt that a great mistake is made 
by those who in the presence of a failing 
heart give digitalis or other drug of the na- 
ture of a stimulant without at the same time 
insisting upon sufficient rest. Sufficient rest 
may mean in one instance the withdrawal of 
all active muscular exertion, and in another 
instance may mean absolute rest in bed for 
a considerable time. The necessity of this 
feature of the treatment is too evident to 
need emphasis, for as Da Costa was wont to 
say, we often meet with a “tired heart.” In 
many instances the institution of rest results 
in very remarkable improvement, not only in 
the symptoms, but in the physical signs, the 
area of cardiac dulness is greatly decreased, 
and the whole circulatory condition is im- 
proved. Asarule it is best not to resort to 
cardiac tonics in such cases unless the condi- 
tion is urgent, since relief may be obtained 
in many instances without the use of drugs. 
Again, if the use of rest is first resorted to 
and the areas of cardiac dulness carefully 
studied, and later on digitalis is given, a defi- 
nite idea of the relative value of both meth- 
ods of*treatment can be reached. 

A second factor very conducive to cure, or 
to speak more accurately, to relief, is the 
proper use of massage or Swedish movements 
during the period of rest. There can be no 
doubt that if the heart is rested by avoidance 
of exercise measures should be taken to in- 
crease the circulation of the lymph and blood 
by the gentler forms of massage and passive 
movements of the muscles, as in this manner 
the hands of the rubber act as additional 
hearts urging the fluids of the body onward. 


In some cases these rubbings or passive exer- 
cises have to be very gentle, as, if used ac- 
tively at first, they may cause syncope or 
faintness. Such a plan of treatment also im- 
proves the nutrition of the tissues, maintains 
the tone of the muscles, prevents capillary sta- 
sis, and often relieves moderate dropsy. The 
so-called Schott method as practiced at Nau- 
heim depends largely upon these influences, 
while the stimulation of the skin by the bub- 
bles of carbonic acid gas in the water also 
acts as a vascular tonic. As the case im- 
proves mild shower-baths or douches will, by 
improving vascular tone, benefit the patient 
still further. 

The influence of climate upon cases of 
cardiac disease is worthy of consideration. 
No climate can be found which will prove as 
beneficial to cases of heart disease as can be 
found for pulmonary cases, and it is to be 


.Tecalled that three conditions are very un- 


favorable in cases of feeble heart, namely, 
extreme cold, high winds, and high altitude. 
Extreme cold demands an active circulation 
and active vitality, neither of which can be 
present in such cases. The presence of high 
winds which buffet the patient is also very 
dangerous to cardiac cases, probably because 
they occasion sudden muscular effort and are 
likely to produce vascular spasm, which in- 
creases the work of the heart; and high alti- 
tudes, which often cause cardiac difficulty in 
the well, are a serious influence in such cases, 
tending to produce sudden failure or dilata- 
tion, and absolutely contraindicating the visit 
of cardiac patients to such altitudes unless 
the compensation is most satisfactory. Even 
then the visit to a high altitude may cause 
rupture of compensation. 

Last but not least in the line of remedial 
measures other than drugs we must not for- 
get the diet. This will vary with the activity 
of the patient as to quantity, but as a rule in 
all cases of feeble heart, whether they be up 
or down, we should feed often and in small 
quantities. It is not only unwise but danger- 
ous for patients with feeble hearts to take 
large quantities of food or drink at a time. 
Aside from overloading the digestion, which 
is feeble because of poor circulation, the dis- 
tention of the stomach may by pressure on 
the right heart cause serious if not fatal 
cardiac embarrassment; and cases are not 
rare in which this result follows excessive 
eating or drinking on the part of patients 
suffering from cardiac disease. 

Passing to a consideration of the drugs 
which may be employed in cases of car- 
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diac disease, there are several facts to be 
primarily stated. First, every patient who 
has a murmur in his heart is not in need 
of a drug. A drug is needed only if there 
be in association with the murmur signs of 
failure of the heart to do its work. And 
therefore, if in a given case no murmur 
can be heard because the heart is too feeble 
to drive the blood with sufficient force to 
produce a murmur, stimulant drugs may be 
needed far more than they are when a loud 
and angry murmur is present. The use of 
digitalis in cases where it is really not needed 
is actually baneful, not beneficial. 

I shall not in this paper enter into a de- 
scription of the manner in which cardiac 
medicaments do good where properly used 
in cases of heart disease. A description of 
these actions will be found in my book on 
Therapeutics. But it may not be out of 
place to consider the relative value of these 
drugs and the circumstances under which 
they will prove of most value, dealing in 
part with their action upon the state of the 
blood-vessels and the muscular fibers of the 
heart. 

It seems hardly necessary to state that digi- 
talis is the best of all drugs in the treatment 
of many cardiac disturbances, but on the other 
hand it is necessary to state that it is often 
used in cases in which it is not only useless 
but harmful, and that it is employed in many 
instances in such a manner as to indicate ig- 
norance of its real value in medicine. Inthe 
first place, it is abused in that it is employed 
as if it were qualified to heal the lesion and 
close the leak, or in the case of degeneration 
produce a new muscular apparatus. The 
most that digitalis can do in any case is to 
increase the nutrition of the heart muscle 
and so to aid in the maintenance of its 
ability to work and in the development of 
the needful hypertrophy of the heart muscle. 
At best it is but a splint to help broken com- 
pensation. 

The second mistake in its use is its admin- 
istration in too large dose. Not uncommonly 
it is given in the dose of twenty minims of 
the tincture three or four times a day, which 
in itself is asa rule too large; but worse still, 
it is continued in this dose till its effect is 
cumulative, because being slow in its action 
and tenacious in its effects its early doses 
are still producing an effect when the follow- 
ing doses are given. There is nothing un- 
canny or odd in this so-called cumulative 
effect of digitalis, save that the results to the 
patient are sometimes disastrous. Any drug 


which is tenacious or prolonged in its influ- 
ence will do the same thing.. The bromides, 
for example, if given day after day, in full 
dose, not only cause the effect ordinarily 
produced by a single dose, but in addition 
produce a cumulative influence in that the 
effect of the last dose is added to the effects 
of its predecessors long before the effects of 
these have passed away. It is simply a ques- 
tion of pouring in more drug before that 
already present is passing away in its influ- 
ence. Rarely it may be necessary in urgent 
cases to give a few large doses at the begin- 
ning of the treatment for the purpose of 
speedily obtaining the desired effect; but 
after this the dose should be cut down from 
one-half to one-quarter the original size and 
so maintained, or, as is so often done by 
skilled practitioners abroad, the drug is 
stopped for a period every eight days in 
order to enable the economy to get rid of 
what is already present. A far better method 
of giving digitalis is to use moderate doses 
till signs of its physiological influence are 
manifest, when it may be maintained or 
slightly cut down. 

If the dose of digitalis is too large in the 
twenty-four hours it often happens that the 
patient passes through three stages of treat- 
ment. At first, when the effect of the drug 
is beginning to be felt, the patient improves, 
and then, after some days of comfort, begins 
to lose ground and even to have greater 
cardiac disorders than before, owing to inco- 
ordination of the ventricles and auricles and 
the imperfect or abortive systolic contrac- 
tions. If the lesion be a valvular one, this 
disorder may actually increase instead of 
diminishing the leak, and greatly increase 
the patient’s discomfort. 

A third mistake in its use is its too fre- 
quent administration, in that it may be or- 
dered every three hours when every eight 
hours would be better. Unless the individ- 
ual dose is very small, it is better to give 
the drug three times in the twenty-four hours 
instead of oftener. 

A fourth mistake is to give this drug in 
cases of high arterial tension without first or 
simultaneously reducing this tension to an 
approximately normal degree. In many 
cases of failing heart the difficulty is not that 
the heart muscle cannot stand the strain of 
normal exertion, but is continually called 
upon to stand a strain far in excess of the 
normal. While stimulating and strengthen- 
ing the heart muscle may be advantageous, 
it is manifest that the best thing to do is to 
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reduce its work. Our object should be to 
reduce the resistance, and then, if it be 
needed, to use cardiac medicaments. It is 
not necessary to add that for this purpose 
the nitrites are the remedies of choice. 
There can be no doubt that this is one of the 
cardinal faets in cardiac therapy, not only in 
regard to the use of cardiac stimulants as a 
class, but in relation to the use of digitalis in 
particular, since it, of all the cardiac stimu- 
lants, powerfully contracts the vessels and 
tends to raise tension at a time when this 
portion of its physiological action is most 
undesirable. But the mistake of giving digi- 
talis in full doses in cases of high tension 
does not end here, for if there be atheroma 
present, the increase in arterial tension may 
cause an apoplexy or hemorrhage else- 
where. 

Still a fifth mistake in regard to the use of 
digitalis is its employment in cases of ad- 
vanced fatty degeneration. In such cases 
the absence of normal muscle fiber upon 
which the drug can produce an effect, the 
almost unavoidable rise of arterial tension, 
and the consequent strain upon the feeble 
heart, make it unwise to use it except under 
exceptional circumstances. 

There is one condition of valvular disease 
in which it has been taught by some authori- 
ties that digitalis is contraindicated, namely, 
in aortic regurgitation, on the ground that 
the drug by prolonging diastole increases the 
period during which regurgitation can take 
place. This has been strenuously contra- 
dicted by equally good observers, and the 
whole matter threshed over pro and con by 
able disputauts. The truth of the matter is 
that it is generally contraindicated, but may 
be indicated, and that we cannot make a 
hard and fast rule entirely forbidding it. 
Given a case of great dilatation, with mus- 
cular feebleness, it may do good particularly 
if the vascular effect is put aside by the use 
of the nitrites. In other instances it must 
be tried experimentally to see how it will 
suit the individual case, and when this ex- 
periment is made, the patient should be put 
to bed, thereby decreasing the danger of 
sudden death, which is a constant danger in 
aortic regurgitation of a marked type, and is 
distinctly increased by digitalis if it happens 
to greatly increase the reflux into the ven- 
tricle. 

There is still another valvular condition in 
which digitalis sometimes fails to agree, 
namely, in certain cases of mitral regurgita- 
tion in which for some unexplained reason 


the use of the drug seems to increase the 
reflux into the auricle instead of aiding in 
increasing the output into the aorta. In 
these cases the signs of pulmonary engorge- 
ment and congestion of the right side of the 
heart are the signs which tell us to withdraw 
the drug. 

Finally, it is not to be forgotten that digi- 
talis is often contraindicated by the presence 
of marked gastric disturbance, but it is a 
noteworthy fact that it produces vomiting as 
a sign of its overaction, and therefore com- 
monly after it has been given too freely. 
This influence probably depends upon an 
irritant effect of the drug on the stomach, 
and an influence exerted on the vomiting 
center in the medulla. 

There is another point in connection with 
the use of digitalis which practitioners on this 
side of the Atlantic often overlook, namely, 
the simultaneous employment of blue mass 
in repeated and full doses. The manner in 
which this valuable drug acts under these 
conditions is not always clear. When the liver 
is inactive because of imperfect circulation 
of blood, and is swollen and engorged, a full 
purgative dose of blue mass naturally relieves 
this congestion and promotes hepatic func- 
tional activity. But other drugs which purge 
the patient rarely produce equally good 
effects, and it would seem probable that the 
relief of liver engorgement is accompanied 
by an increase in its ability to destroy toxic 
materials in the blood or to aid in their 
elimination through the bile. Probably the 
increased urinary flow under this treatment 
not only eliminates fluid but toxic material as 
well by way of the kidneys. In cases in 
which the liver is enlarged and swollen, the 
portal circulation impaired, and the digestion 
poor, blue mass is not only a hepatic but a 
true cardiac remedy, particularly if the right 
side of the heart is in trouble and cardiac 
dropsy is manifest. In some patients the 
administration of digitalis fails to do any 
material good till blue mass is freely given. 

Passing from digitalis to the next member 
of this group of heart remedies, we come to 
strophanthus. There are three’ facts which 
seem worthy of special note concerning the 
use of this drug. It is not by any means as 
useful as digitalis, yet will sometimes act 
very well when digitalis has failed. It is 
always to be preferred to digitalis when a 
state of high vascular tension is present, be- 
cause it does not contract the vessels as does 
digitalis. Again, unlike digitalis, in many 
cases it is given in too small doses rather 
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than too large ones, and unfortunately, when 
given in large enough doses to be effective, 
not only produces irritation of the bowels 
but an annoying diarrhea. Finally, it nearly 
always, in my experience, acts better in chil- 
dren than does digitalis. 


A REPORT OF A CASE OF RESECTION OF 
A LARGE PORTION OF THE ILIUM 
FOR CHONDROSARCOMA. 





By W. JosEPH HEARN, M.D., 


Clinical Professor of Surgery in the Jefferson Medical College 
of Philadelphia. 





The case I report is that of a patient who 
was admitted to the wards of the Jefferson 
College Hospital on the 27th of October, 
1900. His age was forty years, white, mar- 
ried, and weaver by occupation; birthplace 
Germany. Both mother and father living 
and well; one sister died with pulmonary 
tuberculosis, age unknown. 

His personal history: Had enteric fever at 
the age of ten; no specific history. 

His present trouble began in the early part 
of 1896, when he noticed a small painless 
mass about the size of an egg in the left 
external iliac region just above the great 
trochanter. The tumor gradually increased 
in size. He was advised by his physician, as 
it was painless, to leave it alone, and not 
seek surgical aid unless it grew very large 
or became painful. It increased steadily in 
size until the beginning of 1900, when it be- 
gan to grow very rapidly. It had never been 
painful. The tumor was somewhat spherical, 
and about fifteen centimeters in its longest 
diameter by thirteen in the shortest. Near 
the apex of the mass there was a sense of 
fluctuation; the rest of the tumor was of 
bony hardness. The diagnosis lay between 
echinococcus of the pelvic bone, similar to 
one reported by Viertel in a peasant woman 
twenty-five years of age, and a cystic sarcoma. 
We decided, however, that it was a cystic 
sarcoma. The tumor was immovable, and 
seemed to spring from the medullary portion 
rather than from the periosteum. There 
could be felt on portions of the tumor hard 
plaques, apparently bone. 

We determined to remove the tumor even 
if a portion of the ilium had to be removed 
with it, but to desist should we find the pel- 
vis too much invaded. The sacroiliac joint 
was not invaded by the growth, but it éx- 
tended to the level of the brim of the pelvis. 
The patient was apparently in good condi- 


tion to stand an operation, and bore the 
anesthetic well. At the suggestion of Pro- 
fessor Keen, who saw the patient with me, 
and who kindly assisted at the operation, a 
T-shaped incision was made, the upper in- 
cision along the crest of the ilium. This 
enabled us, by pushing off the peritoneum, 
to explore the inner margin of the pelvis 
and determine upon its invasion; not being 
invaded, another incision over the center of 
the tumor, perpendicular to the horizontal 
one, was made down to the tumor, which was 
covered by the gluteal muscles; another 
horizontal incision was made at the lower 
border of the tumor. We were thus enabled 
to turn back the flaps and expose the entire 
mass. We found it somewhat pedunculated. 
The attachment to the bone was in the 
iliac fosse. After separating the tumor as 
much as possible from the pedicle, a chisel 
and: gouge were used to cut through the 
bone, and thus remove the tumor with its 
bony attachment. This was done readily 
where the bone was thin in the iliac fossa, 
but with much more difficulty through the 
thick edge of ileopubic ridge. There was 
little loss of blood, as the gluteal vessels 
were pushed aside and not divided. The 
patient left the table apparently in good 
condition, but died early next morning from 
shock, notwithstanding everything known 
was done to relieve him. 

The tumor was apparently a chondro- 
sarcoma. The apparent cyst was due to a 
softening and mucoid change in the tumor. 
In its early stage it was no doubt an enchon- 
droma, but later took on the sarcomatous 
change, as other non-malignant tumors often 
do. I can find so little literature on chon- 
drosarcoma in this region that I can do but 
little more than report this case. 


CURE OF VICIOUS CICATRIX IN THE 
CHEEK, BY FREEING IT AND IN- 
SERTING A GRAFT OF ADI- 

POSE TISSUE. 


A young girl, aged twelve years, was 
shown to the Société de Chirurgie de Lyon 
by Nové-Josserand (Revue de Chirurgie, 1900) 
in May, 1900. He had treated a cicatrix 
adherent over the malar bone by the follow- 
ing operation: Dissection of the cicatricial 
tissue and transplantation into the wound of 
a piece of fat taken from the thigh of the 
patient. Wire sutures were used, and the 
result of the operation was very satisfac- 


tory. 
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THE IMPORTANCE OF URIC ACID AND 
OTHER PRODUCTS OF METABOLISM 
IN CONNECTION WITH 
TREATMENT. 


There is no subject which needs careful 
investigation more than metabolism in the 
human body. For years skilful chemists and 
physiologists have studied the educts which 
are prepared by the human economy from 
foodstuffs and the wasting of ‘its own tissues. 
For years they have elaborated interesting 
hypothetical conclusions, based in part upon 
their investigations, and often proving erro- 
neous not only so far as the hypothesis is 
concerned, but also in relation to the research 
itself, because improved methods of investi- 
gation have shown that the’ processes em- 
ployed in the original researches were faulty 
in the extreme. Some years ago, as our 
readers are aware from our columns of 
book reviews, there appeared a most interest- 
ing article by Dr. Haig upon “ Uric Acid as 
a Factor in Disease.” Partly because of our 
ignorance concerning the influence of uric 
acid in the economy, and partly because of 
the interesting manner in which Dr. Haig 


compiled his information, this book had a 
great vogue, and has undoubtedly been of 
value in that it called the attention of the 
profession to a study of renal activity in 
serious conditions of disease which were 
obscure in origin. 

Careful reading of Dr. Haig’s contribu- 
tions has, however, revealed in a number of 
instances that his hypotheses and opinions 
were based upon investigations which in 
detail or in completeness had certain ele- 
ments of uncertainty about them, and many 
practitioners of eminence have refused to 
entertain his views that uric acid was capable 
of producing all of the evils which he put to 
its credit. It has always seemed to the writer 
that while uric acid may be responsible for 
some of the symptoms presented by certain 
patients, as a matter of fact many other symp- 
toms probably arose from other substances 
manufactured by the human economy—sub- 
stances which had not progressed to a chem- 
ical condition which represented uric acid, or 
which possessed any relation to it whatever. 

It has seemed incredible that uric acid 
could be responsible for the very marked and 
varied phenomena with which it has been 
credited, and we therefore have read with 
much interest a paper recently contributed 
to the Mew York Medical Journal by Dr. 
Croftan, of Pasadena, Cal., in which he gives 
certain results which he has obtained by 
chemical investigation and animal experi- 
mentation. Not only has he published the 
particular paper which we have reference to, 
but also others which have a collateral bear- 
ing upon the facts which we are now discuss- 
ing. One of the most important of his asser- 
tions is that uric acid is not the materies morbi 
in uric acid lesions; that it acts pathologic- 
ally only from its tendency to form concre- 
tions; that its formation, far from being a 
process of self-intoxication, is a process of 
disintoxication; that the decrease of uric acid 
observed at times is not due to retention, but 
to non- formation; finally, and most impor- 
tant, that the active agents in producing evil 
in uric acid lesions are the alloxuric bases. 

While some of the experiments which Dr. 
Croftan has made upon animals do not seem 
to us to be presented with sufficient detail 
from the standpoint of scientific thorough- 
ness, the views which he advocates are cer- 
tainly worth much careful consideration. He 
points out that there are a group of sub- 
stances called alloxuric bases that are chem- 
ically closely related to uric acid, and that 
they are basic substances readily soluble in 
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the juices of the body. Further than this, 
in contradistinction to uric acid they possess 
highly toxic properties, while uric acid has 
been proved by physiological experiment to 
be almost devoid of toxicity. Again, it has 
been proved, at least in part, that whereas 
the injection of uric acid into a normal ani- 
mal fails to produce physiological changes, 
the injection of these alloxuric bases very 
readily produces alterations in the cells of 
the kidneys and other portions of the body 
which are closely allied to those which we 
are usually wont to ascribe to uric acid itself. 
It is well known to physiological chemists 
that these alloxuric bases are derivatives of 
cellular nuclein, and it is also known that 
cell nuclein on being subjected to moist heat 
in the presence of oxygen gives uric acid; 
whereas, if oxygen is withheld, alloxuric bases 
are formed in its stead. While, therefore, it 
is possible to have these bases formed from 
nuclein, or to have uric acid formed from 
nuclein, it is not possible to have alloxuric 
bases converted into uric acid by oxidation. 

As the leucocytes or white blood cells in 
the blood furnish the bulk of nuclein, it is 
interesting to note that there is an increase 
in the excretion of alloxuric bases and a 
diminution in the excretion of uric acid 
whenever nuclein catabolism is excessive 
and oxidation is reduced. In a condition 
of perfect health normal processes are capa- 
ble of converting almost all of the nuclein 
into uric acid, which is duly eliminated by 
the kidneys; but if this perfect health is dis- 
turbed in any way greater quantities of 
poisonous alloxuric bases are formed, which 
enter the circulation and exert their evil 
influences upon the various organs of the 
body. When oxidation is decidedly inter- 
fered with and the functions of the body 
are still further perverted, the large increase 
in these poisonous substances over and above 
the amount which is eliminated does much 
toward producing the grave symptoms which 
are frequently met with in patients suffering 
from deficient elimination. 

As Croftan well points out, there are cer- 
tain therapeutic resources which should be 
employed in cases in which these conditions 
exist. In the first place, we should endeavor 
by every means in our power to increase the 
elimination of toxins as formed. We should 
endeavor to produce a reduction in the 
breaking-down of the nuclein, and we 
should, if possible, increase the processes 
of oxidation, so that these compounds will 
not be formed in excess. It goes without 


saying that the elimination and the manu- 
facture of these substances can be greatly 
influenced by a large amount of fresh air 
and exercise, and they can also be benefited 
by the employment of mild alkalies, which 
probably do not benefit the patient by 
uniting with uric acid, so causing its elim- 
ination, but which exert a solvent action on 
the alloxuric bases, and so aid in the elimi- 
nation of these toxic materials. It would 
also seem possible that by increasing the 
alkalinity of the blood, which has been in- 
creased by excessive catabolism, they may 
act beneficially. 

We are glad to note that Dr. Croftan is 
not one of those extremists who insist that 
the diet should be cut down very vigorously 
in patients suffering from the conditions 
we have described. He believes that those 
articles of food which contain nuclein and 
large quantities of nitrogenous extractives 
are harmful, but that all other foods shall be 
permitted save those which are known to 
produce dyspepsia and gastrointestinal irrita- 
tion. Albuminous foods, which naturally tend 
to increase digestive leucocytosis, had better 
be excluded, if used in large amount, on the 
theoretical ground that nuclein comes from 
the leucocytes, which therefore had better 
not be increased, if it can be avoided. So, 
too, those organs which are sometimes used 
as articles of food, namely, the liver, spleen, 
thyroid gland, and kidneys, which are rich in 
nucleins, are certainly to be avoided, for 
several chemists have noticed an increased 
elimination of alloxuric bodies after diges- 
tion of these substances. Meat extractives, 
such as soups, are also unsuitable for this 
reason, but carbohydrate foods, unless they 
are taken in excess so as to develop dys- 
peptic symptoms and lactic acid, are entirely 
permissible and indeed advisable. Alcohol 
is, of course, to be carefully avoided. For 
the purpose of increasing oxidation processes 
in the body, iron should be given if there is 
any tendency to anemia, and arsenic may 
also be used for the same purpose. For 
these reasons, hydrotherapy, massage, and 
electricity are also advisable for the purpose 
of increasing the activity of the vital proc- 
esses. And again, Croftan believes that the 
inhalation of oxygen by the patient, holding 
the gas in his lungs during a full inspiration 
for as long a time as possible, is of value. 
He states that clinical experience fortifies 
his theoretical conclusions in regard to this 
important matter, and that he is able to pro- 
duce marked improvement in health when 
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the measures mentioned have been insti- 
tuted. 

It seems to us highly probable that many 
conditions of headache, and nervous pain in 
other portions of the body, with mental tor- 
por and general ill-health, may to a large 
extent be benefited by carrying out a line of 
treatment which is based upon these some- 
what theoretical but still practical lines of 
information. 


ADVANCES IN OUR KNOWLEDGE CON- 
CERNING ANTITOXIN. 


There can be little doubt in the minds of 


those who carefully study the subject of anti- . 


toxin that in the future a more ready way of 
administering the prophylactic and curative 
powers of blood-serum will be obtained. At 
the present time no one can deny that the 
injection of horse serum, properly prepared, 
is the best and most efficacious manner of 
obtaining a cure or preventing an attack 
of diphtheria in a patient who is suffering 
from or who has been exposed to this par- 
ticular infection; nevertheless, we must wel- 
come any methods which are made to isolate 
those substances which are responsible for 
its therapeutic activity, and it is to be hoped 
that at no distant day scientific investigation 
will in turn enable us to obtain first-rate re- 
sults in the treatment of diphtheria without 
having to resort to the injections that are at 
present required. Our attention has once 
more been called to this important subject 
by two very interesting papers which ap- 
peared in the October issue of the Journal 
of Experimental Medicine, in both of which 
careful studies have been made concerning 
the question at issue. In the first of these, 
by Dr. Hiss and Dr. Atkinson, a comparative 
study of the amount of globulin in normal 
and antitoxic sera was made, and the relation 
of the globulins to the antitoxic bodies was 
also taken into consideration. 

The authors have been peculiarly fortu- 
nate in that they have carried out their re- 
searches under circumstances which have 
given them exceptional opportunities for 
making investigations, and they conclude 
their paper by a statement of several in- 
teresting facts which may be summarized 
as follows: 

“The amount of antitoxic substance ob- 
tained by precipitation with magnesium sul- 
phate from the blood-serum of the horse 
corresponds in full, as nearly as can be de- 


termined by the use of test guinea-pigs, to the 
protective power of the serum from which it 
is obtained —z.e., the precipitate from one 
cubic centimeter of serum will protect against 
the same amount of toxin as one cubic centi- 
meter of the serum itself. 

“Equal amounts of precipitates by mag- 
nesium sulphate from immunized and non- 
immunized horses act differently toward toxin 
—i.¢., the proportion of protective substance 
to the precipitate from non-immunized serum 
is exceedingly small as compared with the pro- 
portion of antitoxin to the precipitate from 
sera of immunized horses. 

“The average precipitate from the sera of 
immunized horses, as obtained by magnesium 
sulphate, is more abundant than the average 
precipitate from sera of non- immunized 
horses. 

“In the case of the same animal before 
and after immunization, the serum before 
immunization gives a less abundant precipi- 
tate with magnesium sulphate than the serum 
tested after immunization. 

“The proportion of increase per unit of 
antitoxic strength for the same or different 
horses is not constant. This may be due to 
an increase of inactive substances (in their 
relation to diphtheria toxin), or to imperfect 
methods of determination. 

“The precipitates obtained by magnesium 
sulphate give all the reactions recognized as 
characteristic of globulins, and as distin- 
guishing them from other albuminous bodies. 
We are not warranted, then, in the present 
state of our knowledge, in considering any 
part of these precipitates as other than 
globulin. But it does seem warrantable to 
conclude, from the fact that the globulins 
of normal serum do not protect, or only in 
comparatively large amounts, against diph- 
theritic toxin, that new globulins are formed, 
or rather greatly increased, in the serum of 
immunized horses, and that these globulins 
protect against the toxin. These increased 
globulins and the inert globulins (which from 
obvious causes are a very variable factor) 
are both precipitated by magnesium sul- 
phate.” 

The second paper that we have referred 
to is also by Dr. Atkinson, and deals with 
the fractional precipitation of the globulin 
and albumin of normal horse’s serum and 
diphtheria antitoxic serum, and the antitoxic 
strength of the precipitates. His researches 
are naturally largely along the same lines as 
those quoted in the first paper, except that 
they have been carried a little further. The 
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results obtained have also been summarized 
in the following words: 

“y, The globulins of both normal and 
diphtheria antitoxic serum exhibit chemically 
toward reagents the same reactions, being 
precipitated by magnesium sulphate and split 
up into fractions in precisely the same way. 

“2. All of the diphtheritic antitoxic power 
of both normal and immunized serum is al- 
ways carried by the globulin and its frac- 
tional precipitates. 

“3. During the fractional precipitation of 
the serum globulin of horses immunized from 
diphtheria toxin and horses not immunized 
from diphtheria toxin, some of the globulin 
is lost; likewise at the same time some of the 
antitoxic power of the globulin of the im- 
munized serum is lost. 

“4, These reactions, considered in con- 
nection with the fact that different observers 
as well as we ourselves have found diphthe- 
ritic antitoxic power in normal horse’s serum, 
and that this antitoxin separates with the 
globulin, strongly incline us to consider ‘ diph- 
theria antitoxin’ a form of globulin. 

“5. The reactions of globulins, previously 
separated from the serum by magnesium 
sulphate, with sodium chloride lead one to 
think that there is a formation of globulin 
salts.” 


APOMORPHINE AS A NERVOUS SEDA- 
TIVE. 


It is a well known fact that in full medici- 
nal doses apomorphine produces vomiting 
by its influence on the vomiting center of 
the medulla oblongata, and it is also known 
that one of the reasons why morphine is 
apt to produce nausea in susceptible indi- 
viduals is that it is oxidized in the body, 
thereby forming a substance allied to apo- 
morphine known as “oxydimorphine,” which, 
being eliminated into the stomach and re- 
absorbed into the system, causes the symp- 
tom which we have mentioned. The med- 
ical profession has also known that in 
much smaller doses than those used for the 
production of vomiting apomorphine may be 
employed as a sedative in bronchitis for the 
purpose of checking cough and allaying irri- 
tation in the bronchial tubes, but it is only 


recently that a number of clinicians have’ 


begun to employ it as a nervous sedative in 
cases in which morphine, for various reasons, 
seems contraindicated. 

Lewis, writing in the early part of 1900, 
reported that after using apomorphine ‘in 


emetic doses in cases of alcoholism he was 
surprised to find that it quieted nervous 
excitation aside from any vomiting which 
it might produce; and Douglass, writing 
earlier than Lewis, also stated that he be- 
lieved it to be a useful hypnotic in many 
cases of insomnia. The dose commonly 
employed for this purpose is given hypo- 
dermically, and is 4 of a grain. But even 
this small amount may, in susceptible per- 
sons, produce vomiting, or at least nausea, 
unless the patient remains prone; and there- 
fore, if the drug is to be given to produce 
sleep, it should be employed after the patient 
has gone to bed. This dose by the stomach 
seems to be too slowly absorbed to produce 
any hypnotic influence. In some susceptible 
persons even a smaller dose is necessary than 


that already named. 


It would seem that apomorphine possesses 
certain advantages over other hypnotics by 
reason of the fact that the patient will be 
subjected to nausea and vomiting if he at 
any time attempts to take an excessive dose 
or continues it for too long a period in full 
quantity. 


THE EMPLOYMENT OF CARBOLIC ACID 
INJECTIONS IN THE TREATMENT 
OF TETANUS. 


The medical profession have for many years 
recognized the fatality of infection by the tet- 
anus bacillus, and they have also known that 
such cases may be divided into two classes: 
those which rapidly pass to a natural issue 
within the first week or ten days, or even 
less, and those which last over several weeks, 
and which recover in a large proportion of 
cases. As we have pointed out in previous 
issues of the THERAPEUTIC GAZETTE, this 
class of subacute or chronic cases has served 
to distort the conclusions naturally drawn 
from developed statistics. Careful exami- 
nation of statistics shows that, in the acute 
cases of tetanus, neither tetanus antitoxin 
nor any other therapeutic measure has as yet 
proved very useful, chiefly because it is by 
force of circumstances administered too late 
to exercise its protective influence, and in 
those cases which are more subacute there is 
always a doubt as to whether the patient 
would not have recovered, even if the 
remedy had not been employed. 

We make these preliminary remarks before 
calling attention briefly to a method of treat- 
ing tetanus which during the last few months 
has been considerably heralded by various 
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writers, namely, the hypodermic injection of 
large doses of carbolic acid for the relief 
of this disease. Quite a number of instances 
have been reported in which the patient has 
recovered after this treatment, but we cannot 
help feeling that in some instances the re- 
covery has been a coincidence, and the 
physician has been guilty of the fost hoc 
propter hoc argument, which, while it is useful 
in some cases, fails notably in others. 

In the first place, when carbolic acid is in- 
jected subcutaneously, it at once coagulates 
the albumen of the part with which it comes in 
contact, and produces very considerable irri- 
tation. For this reason it is apt to be slowly 
absorbed. But if it is not slowly absorbed it 
is a substance which is very rapidly destroyed 
or eliminated from the body; and so far as 
we know there are no competent experiments 
to show that in the diluted form in which 
it circulates in the blood it exercises any 
influence upon the specific bacillus of which 
we are speaking. Further than this, its 
employment with the idea that it exercises 
a definite sedative influence upon reflex 
activity in the central nervous system does 
not seem to us to be justified, since there 
are other drugs which exercise a more 
definite and positive influence upon these 
portions of the body, and which are infinitely 
safer and more easily controlled in their 
action. 

The quantities of carbolic acid which have 
been administered subcutaneously in many 
cases are quite large, sometimes as much as 
six to twelve minims being given under the 
skin each day; in other cases, even larger 
doses. 


THE USE OF SILVER WIRE AS A MEANS 
OF REMEDYING BONY DEFECTS 
IN CONTINUITY. 


Hofmann, having his attention called to the 
innocuousness of silver wire netting embed- 
ded in the tissues by the success attained by 
Witzel, who employs this method for the 
closure of hernial orifices, determined to use 
silver wire as a means of preventing the de- 
formity and disability incident to an opera- 
tion performed upon the lower jaw, for the 
removal of a necrosed area involving the 
greater portion of the ramus. The stumps 


of the articular process and of the body of 
the jaw were drilled, and the two ends of a 
stout silver wire were passed through these 
drills, the middle portion of the wire being 
bent to correspond with the missing angle of 
the jaw. This silver wire became entirely 





covered with granulations and the wound 
healed, showing no external deformity and 
giving the patient a useful jaw. 

In the second case the entire diaphysis of 
the tibia was removed from a boy. This 
portion of the bone was replaced by a strand 
made up of twisted silver wire and secured 
by means of drilled holes to the two epiphy- 
ses. The wound healed and the form of 
the leg was preserved, though the wire was 
not sufficiently rigid to completely restore 
function. 

In another case there was a tibial defect of 
2% inches. This was replaced by silver wire 
much more rigid than that used in the former 
case, and twisted into a thick strand. Both 
the prosthetic and functional results were en- 
tirely satisfactory. 

It is interesting to note that Witzel has 
somewhat modified his original method of 
closing hernial orifices by the weaving of a 
silver netting over them. He now closes 
the opening by deep sutures, taking in a con 
siderable amount of tissue. These sutures 
cross each other and are of medium size. 
With a very thin silver wire he then pro- 
ceeds to practically darn the opening by a 
multitude of short stitches taken in various 
directions. 


THE RESULTS OF THE BOTTINI OPERA- 
TION IN HYPERTROPHY OF THE 
PROSTATE. 


Freudenberg, who’has been mainly respon- 
sible for the popularity of the revised Bottini 
operation since he devised instruments for 
its safe performance, and demonstrated by a 
large number of cases its efficiency, has pub- 
lished a paper in the Wiener Klinische Rund- 
schau, No. 46, 1900, embodying the results of 
a statistical study. In all he has collected 
753 cases of the operation, with forty-four 
deaths—a mortality of a little under six per 
cent. Of these forty-four deaths there were 
but twelve which reasonably could be at- 
tributed to the operation, leaving a mortality 
of 4.25 per cent. 

Of 718 cases in which the results as to cure 
were stated, 622 were either improved or 
cured—that is, 86.63 per cent; of this pro- 
portion 61.3 per cent were cured and 38 7 per 
cent were improved. There were fifty-five 
failures—7.66 per cent. 

Freudenberg himself has now performed 
the operation eighty-six times on sixty-nine 
patients; seventy-eight times with the incisor 
and eight times with the cauterizer. There 
were four deaths shortly following opera- 
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tion, two incident to imperfect technique. 
Two other patients died within two months 
of the operation in consequence of a long- 
standing pyonephritis. There were no cases 
of death in patients with intact kidneys. 

Freudenberg’s operative mortality is 5.8 
per cent, a little higher than that from his 
collected statistics; but this is to be explained 
on the ground that as a rule only favorable 
cases are reported. Eight of his patients 
were operated upon because of chronic pros- 
tatitis and sexual neurasthenia rather than 
because of prostatic hypertrophy. 

As to the ultimate results in the sixty-one 
patients upon whom the operation was per- 
formed because of obstruction due to enlarged 
prostate, thirty-one—that is, 50.82 per cent— 
were cured, and sixteen, or 26.23 per cent, 
very greatly improved. He characterizes as 
cured only such patients as are able entirely 
to discard the catheter and are not troubled 
by undue frequency in micturition or diffi- 
. culty in the act, and with a residuum not 
greater than six to eight drachms. As im- 
’ proved, he characterizes only such patients 
as exhibit a marked betterment of health and 
increase in body weight, with a lessened 
residuum and only partial dependence upon 
the catheter. Eight patients showed no im- 
provement—13.1 per cent. Three of these 
patients were treated twice; four promise im- 
provement upon a second incision. 

As to the permanent results, Freudenberg 
has seen in four years but a single true recur- 
rence. The tendency toward this seems to 
be slight, and is probably inversely propor- 
tionate to the thoroughness of the cure. He 
has followed many of his cases from year to 
year, testing occasionally for the quantity 
of residual urine. He has failed to find any 
alteration for the worse. He mentions two 
cases operated two and three-quarter and 
three and one-quarter years ago, which had 
long been suffering from complete retention, 
and had been castrated without experiencing 
any benefit from this operation. Both were 
completely cured by the Bottini operation 
and have never since had recurrence to the 
catheter, show no signs of cystitis, and give a 
residuum of but a few drachms. 

Freudenberg calls attention to the fact 
that although the operation is a simple one 
good results from it can be expected only by 
careful attention to a number of important 
details. The most important of these is the 
selection of a proper instrument. The one 
he uses at present is capable of making a 
cut 6.6 centimeters long. The knife should 


be white hot. It should be carried in the 
right direction, and this is best indicated by 
cystoscopic examination. The length of the 
incision is determined by passing the instru- 
ment into the bladder, hooking it over the 
base of the prostate, feeling for the point of 
it in the rectum with the tip of the finger, 
and measuring the length of the prostate 
from the tip of the instrument to the apex of 
the gland. The cut is made four-fifths of 
this length. Lateral cuts are made from one- 
half to one centimeter shorter. That this 
cut should be of adequate length is a matter 
of extreme importance, since the obstruction 
is due not only to projection into the blad- 
der, but to encroachment upon the prostatic 
urethra. Under the latter circumstances the 
cut must be carried close to the membranous 
urethra, but not into it. In the great major- 
ity of cases cuts two and a half to three and 
a half centimeters long are adequate. Ex- 
ceptionally, the five-centimeter cut will be re- 
quired, and very exceptionally one even longer. 
Freudenberg has devised a cystoscopic inci- 
sor by means of which the beginning of the 
cut may be made under the guidance of 
the eye. He himself states, however, that 
this instrument is not likely to be required 
often. 

Although these figures apparently prove the 
operation to be a safe and efficient one, they 
are not in accord with the experience of many 
who have given the operation a limited trial. 
Practiced carefully with an efficient instrument 
and preceded and followed by careful urinary 
antisepsis, the operation should involve little 
risk. But, unfortunately, the operation often 
fails, is frequently followed by intense and 
agonizing tenesmus, and seems to be losing 
rather than gaining ground. 


THE BACTERICIDAL POWER OF THE 
X-RAY, 


So many vague claims have been made as 
to the bactericidal power of the x-ray, par- 
ticularly on the part of individuals and insti- 
tutions conducting the practice of medicine 
upon a purely commercial basis, that a care- 
ful study of this question is most timely. 

It will be remembered that both medical 
and lay journals have contained announce- 
ments of the cure of tuberculosis by means 
of the cathode ray, and it cannot be doubted 
that many cases of lupus have been greatly 
benefited by this agent. 

Wolfenden and Forbes. Ross, in the Archives 
of the Roentgen Ray, state that the x-ray tube, 
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far from inhibiting bacterial growth, dis- 
tinctly and strongly stimulates it. Their 
experiments with the tubercle bacilli tended 
to show that the x-ray produced no bacteri- 
cidal action; indeed, the bacilli grew three 
or four times larger than normal. They con- 
clude, as a result of a two years’ study of the 
subject, that it is impossible by any ordinary 
exposures to kill growths of bacilli or cocci 
by the x-ray, and that an apparent death in 
cultures is due only to exhaustion of vitality 
from excessive proliferation, since after rest 
the organisms take on active growth. Hence, 
the use of the x ray in the treatment of tuber- 
culosis would seem to be distinctly contra- 
indicated. Its action in lupus is probably 
quite independent of any bactericidal effect, 
the extremely irritant effect of the x-ray pro- 
ducing an active congestion, much as would 
any other irritant. 


LYMPHATIC AND PORTAL INFECTIONS 
FOLLOWING APPENDICITIS. 


In this issue of the GazeTTE is published a 
paper by Munro upon the lymphatic and 
portal infections following appendicitis. He 
points out that retroperitoneal infection may 
be caused not only by an abscess which has 
perforated the posterior peritoneum or an in- 
fection which has traveled by continuity in the 
tissues of the mesoappendix, but may be due 
to lymphatic transmission, pure and simple, 
following an intra-abdominal abscess. He 
believes that such infection is much more 
frequent than is commonly recognized, and 
that in practically all cases of appendicitis the 
postperitoneal glands are more or less in- 
volved. He states that he is inclined to be- 
lieve that patients with appendicitis who, both 
before operation and after thorough drainage, 
exhibit either marked hyperpyrexia or persist- 
tent elevation of temperature, have more or 
less extensive lymphatic infection, either 
from an appendix retroperitoneal in position 
or from direct or indirect septic invasion 
from an intraperitoneal inflamed appendix. 
The ordinary acute case of appendicitis 
does not have a persistent high temperature 
after adequate drainage, and in many of 
these cases a careful examination will show 
fulness, tenderness, and spasm in the right 


loin. He demonstrateS moreover by reported 
cases that this postperitoneal lymphatic in- 
fection may follow slight attacks of appendi- 
citis and may develop long after the appen- 
dicitis has subsided or has been cured by 
surgical means. 


He accounts in this way 


for at least some of the perinephric lumbar 
and pelvic abscesses which apparently rise 
without cause. 

The possibility of retroperitoneal infection 
as a complication or sequel of acute appendi- 
citis is well worthy of careful consideration. 
This complication must be rare; but that the 
surgeon often fails to recognize its existence 
is apparently shown by the comparatively 
large number of cases Munro found after he 
was thoroughly alert as to the possibility of 
the development of this condition. Lumbar 
tenderness and temperature over 101° follow- 
ing operation and drainage for acute appendi- 
citis would by the majority of surgeons be 
considered as indicative of the presence of 
an intraperitoneal, undrained, purulent focus, 
and if these symptoms continued and in- 
creased in severity, they would be considered 
as indicating the propriety of opening the 
wound and making further exploration; and 
in probably the majority of instances such a 
pocket of pus would be found. Exception- 
ally the infection is postperitoneal, and an 
intra-abdominal exploration would expose 
the patient to an added and absolutely use- 
less risk. Therefore, it is well for the surgeon 
to have prominently before his mind the pos- 
sibility of peritoneal infection, and to re- 
member that’ fulness, tenderness, and spasm 
in the right loin are the signs indicating the 
existence of this condition. 

The portal infections, though rare, are 
much more frequently encountered than are 
the postperitoneal infections. This compli- 
cation is noted by chills and hepatic tender- 
ness, associated at times with jaundice. 
Munro advises prompt and thorough drain- 
age of the liver, together with the removal of 
the inflamed appendix. The aspiration of 
the liver he regards as imperfect, unsatis- 
factory, and unsurgical. He advises abdom- 
inal section, the definite free exploration of 
the liver, and free opening of the abscesses 
within reach, as far more satisfactory, not 
difficult, and less dangerous than aspiration. 

These secondary hepatic infections are 
usually regarded as necessarily fatal, and 
hence surgeons are not prone to operate 
upon them, believing that since the abscesses 
are multiple, the drainage of the few that 
can be reached will have little result upon 
the ultimate determination of the case. 
Munro holds that the chances of recovery 
without operation are practically ##/; that 
operation does not increase the mortality, 
but may, in exceptional cases, give a definite 
chance of permanent recovery. 
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Reports on Therapeutic Progress 








THE TEACHING OF PHARMACOLOGY. 


In an address on this subject printed by 
the Philadelphia Medical Journal of August 
18, 1900, W. G. SMITH states that there are 
three lines of inquiry which have-been fol- 
lowed in the past and must be pursued in 
the future, namely: (1) Experiments on 
lower animals; (2) statistical observations 
of the results of treatment; and (3) indi- 
vidual observations at the bedside. 

The rise and growth of the science of 
pharmacology which was founded by Bichat 
and Magendie early in the century has made 
it plain that all correct appreciation of the 
mode of action of drugs must be based upon 
physiology and pathology. The new depar- 
ture has gradually leavened our conceptions 
of therapeutics, and renders the teaching of 
this branch alike more intelligible to the stu- 
dent and more satisfactory to the teacher. 
Comparing the teaching of materia medica 
and therapeutics thirty years ago with the 
present time, three features stand out promi- 
nently: 

1. The retrogression of descriptive materia 
medica in its restricted meaning. 

2. The establishment of special courses in 
practical pharmacy at the medical schools, 
conducted in suitable laboratories. 

3. The development of pharmacology in 
its present acceptation—that is, the scien- 
tific investigation of the modes of action 
of drugs. 

Smith protests against undue neglect of 
what may be termed old-fashioned materia 
medica—that is, description of the essential 
properties and chemical nature of drugs, so 
far as these elucidate the action of the rem- 


edy or its relations to prescribing. A modern 


course of lectures on materia medica should 
most certainly be founded on the bed-rock of 
pharmacology, that is, physiology; but there 
is still room—nay, he thinks necessity—for 
practical demonstration of the physico-chem- 
ical properties of drugs, and we need not 
even be ashamed of inculcating the utility 
of some familiarity at least with the pages of 
the British Pharmacopeceia, which it is the 
fashion of some to despise or decry. 

With a little thought and trouble numerous 
simple experiments, chiefly chemical, can be 
shown in illustration of the more important 
physiologic and therapeutic properties of 
drugs. General principles can be laid down, 
alliances pointed out, and broad features 


sketched, which connect together large num- 
bers of drugs, into the individual details of 
which it would be wearisome and a waste of 
time to enter. 

Take, for example, antipyretics and their 
mode of action; or the local action of astrin- 
gents and caustics, experimentally illustrated 
by the reactions of various acids, and metallic 
salts upon solution of albumen. Or, again, 
the group of “aromatic compounds,” where 
it is possible to give a brief but comprehen- 
sive survey of the general chemical and phys- 
iological relations of the subdivisions of this 
great group—namely, hydrocarbons, phenolic 
compounds, acids, and nitrogen derivatives 
(alkaloids, etc.). And in this aromatic group, 
which includes the antipyretic drugs, there is 
abundant opportunity for drawing attention 
to many interesting points in illustration of 
the connection between physiological action 
and chemical constitution. 

Since the properties and motions of mole- 
cules which determine physical properties 
depend upon the motions and properties of 
atoms, which determine chemical reactions, 
the same common laws must govern both 
physical and chemical phenomena. And no 
one can doubt that the properties of the most 
complex compounds depend upon and are 
intimately correlated with the properties and 
configuration of which the atoms and mole- 
cules are built up. Bit by bit—here a little, 
there a little—we are gathering the kind of 
material which can best help us to gain in- 
sight into the principles of therapeutics. 
The problems of therapeutics, and for that 
matter of all biology, are, at the root of 
things, essentially chemical or physico-chem- 
ical in so far as we are at all able to interpret 
them or refer them to general laws. Dif- 
ferent effects produced upon the senses of 
smell, taste, and sight are coincident with 
differences of arrangement in the molecules 
of the respective compounds which are built 
around a common nucleus. 

Innumerable difficulties still await an an- 
swer; for example: Why should saccharin, 
which is an “ortho” compound, be so sweet, 
while the “para” compound is devoid of 
sweetness? Still, we can assert that great 
progress has been made in expressing the 
laws of mixture, combination, solution, dis- 
association, and chemical transformation on 
a generalized basis, and chemistry and chem- 
ical physics are gradually being brought 
under the sway of dynamical laws. 

We have to take into account not only the 
number and kind of atoms in the molecule, 
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and their interior arrangement and grouping 
(constitution), but certain physical properties 
of compounds previously inexplicable have 
found their explanation in another develop- 
ment of chemical theory which has proved 
extraordinarily fertile. The doctrine of the 
spatial configuration of the molecule has 
done much to elucidate the difficult prob- 
lems of isomerism in organic chemistry, and 
we cannot doubt that it will shed light upon 
chemical transformations occurring in the 
organism. 

The flood-tide of discovery of new syn- 
thetic chemical remedies has, together with 
a few treasures which have risen on its crest, 
also washed on shore much rubbish of a 
pseudoscientific sort. Are we not daily wor- 
ried with samples and with advertisements 
and circulars from eagerly competing firms, 
announcing new drugs or novel combina- 
tions, which Smith fancies are used chiefly 
by those who do not know how to employ 
the old ones. Scarcely are they advertised 
once before they are elbowed away by im- 
portunate newcomers. The advertisement is 
headed with an enigmatical name, standing 
over an appalling chemical formula, and 
probably ornamented with a structural or 
graphic diagram. 


ALCOHOL AND INFECTION. 


Whether alcohol increases our suscepti- 
bility to infection or not is a question of 
great importance, but one on which com- 
paratively little work has been done. So far 
as experiments which have been made on 
animals go, it would seem that alcohol, like 
certain other substances, such as chloral, 
carbonic oxide, etc., does render the con- 
sumer more liable to fall a victim to the 
germs of infectious diseases, and this view 
is supported by clinical experience in the 
tropics and elsewhere. Seeing that brandy 
and other alcoholic stimulants are frequently 
given to patients suffering from infectious 
diseases, the question presents itself whether 
we are helping the disease or the patient 
most by their exhibition. Dr. Laitinen has 
recently experimented on no fewer than 342 
animals — dogs, rabbits, guinea-pigs, fowls, 
and pigeons—with a view to settling the 
question. As infecting agents, cultivations of 
the anthrax, tubercle, and diphtheria bacilli 
were employed. These were chosen as types 
of acute infection, chronic infection, and a 
pure intoxication. The alcohol employed 


was, as a rule, a twenty-five-per-cent solu- 


tion of ethylic alcohol in water. In greater 
strength the alimentary mucous membrane 
of the birds became inflamed. Some of the 
dogs had fifty-per-cent solutions. It was 
given either by esophagus, catheter, or by 
dropping it into the mouth from a pipette. 
The dose varied with the animal and its 
weight, from one and a half cubic centimeters 
in the case of the pigeon to sixty cubic cen- 
timeters in that of some of the dogs. It was 
administered in several ways and for varying 
times; sometimes in single large doses, at 
others in gradually increasing doses, for 
months at a time, in order to produce here 
an acute and there a chronic poisoning. A 
full account of these experiments is given in 
an elaborate series of tables, to which we 
must refer the reader for details. Briefly, 
Dr. Laitinen found that in all these cases 
without exception the effect of the adminis- 
tration of alcohol, in any form whatever, was 
to render the animal distinctly, sometimes 
markedly, more susceptible to infection than 
were the controls.— British Medical Journal, 
Sept. 22, 1900. 








EXCLUSIVE SOUP DIET AND RECTAL 
IRRIGA TIONS IN TYPHOID FEVER. 


The Archives of Pediatrics for September, 
1900, has in it an article by SE1BERT, in which 
he advocates this method of feeding in the 
typhoid fever of childhood. He gives the 
following results from its use: 

1. Delirium, headache, insomnia, vomiting, 
and tympanites usually disappeared within 
forty-eight hours of treatment. 

2. Tympanites, nausea, and vomiting never 
developed in any patient, even when compli- 
cating pneumonia was present. 

3. The fur on the tongue disappeared 
within a few days. 

4. Appetite came frequently on the fourth 
day of treatment, even when the thermome- 
ter registered 102° to 103° F. 

5. Even excessive diarrhea (fifteen te 
twenty-five daily stools) disappeared in- 
variably within the first week of treatment. 

6. In all uncomplicated cases the tempera- 
ture began to decline within twenty-four to 
forty-eight hours after the beginning of treat- 
ment, and invariably would reach the normal 
figure within ten to twelve days. 

7. In cases complicated by pneumonia, 
nephritis, or phlebitis, when treatment be- 
gan the temperature usually remained im 
accord with the inflammatory conditions 
found until these also disappeared, while 
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the cerebral, gastric, and intestinal disturb- 
ances usually subsided as rapidly as in the 
uncomplicated cases, excepting anorexia. 

8. Complications, when not present at the 


start, were very rare, and then usually devel- 


oped within the first two days. 

9. Intestinal hemorrhage was noticed in 
three cases, none ending fatally. Perfora- 
tion did not occur. : 

It was immaterial whether this treatment 
was begun in uncomplicated cases during the 
first, second, third, or fourth week of an at- 
tack, for the above mentioned improvement 
always began within forty-eight hours, ex- 
actly like in gastroenteritis. Cases coming 
under treatment the first two weeks of illness 
usually presented more marked improvement 
during the first four days of treatment than 
older cases. 

That milk given to a typhoid patient will 
cause a new rise of temperature after days of 
improvement on a soup diet, Seibert has de- 
monstrated time and again to his house staff 
in the hospital. 

Many of the pneumonia attacks complica- 
ting typhoid are due to secondary infection 
through the blood by organisms finding their 
way to the lung tissue from the intestine, like 
in the systemic infection of enteritis in chil- 
dren. By diminishing the quantity of ab- 
sorbable toxic material in the intestine by 
appropriate diet and frequent rectal. irri- 
gations, we cut short the supply for sys- 
temic and pulmonic invasion, and materially 
aid the restitution of normal conditions. 

Typhoid bacilli will readily grow in soup, 
but this food is so rapidly absorbed that in 
comparison to milk curds it cannot aid their 
sustenance long enough to injure the patient. 

During the last ten years the writer has 
alluded to this plan of treatment in three 
publications—in the Medical Record of Sep- 
tember 12, 1891; in the Mew York Polyclinic 
for March, 1893; and in the Medicinische 
Monatsschrift for July, 1894. In the June 
number of the American Journal of the Med- 
ical Sciences, 1894, Professor Yeo, of King’s 
College in London, England, also called at- 
tention to the dangers of indiscriminate milk- 
feeding in typhoid fever. Other literature 
has not come to his notice. 


CONVULSIONS IN CHILDREN. 


Witson tells us in the /ndiana Medical 
Journal for August, 1900, that the treatment 
of convulsions in children naturally divides 
itself into two parts: first, that relating to 


the paroxysm itself, and secondly, that 
relating to the predisposing cause, viz., the 
systemic condition, of which the convulsion 
is only asymptom. As it is not always pos- 
sible to determine the cause of a convulsion 
at the time of the attack, we are often com- 
pelled to treat the case in ignorance of the 
true exciting factor, as this cannot be fully 
investigated during the paroxysm. We should 
avoid, however, falling into the error of treat- 
ing all cases alike, as it would certainly be 
wrong to treat an attack due to a high fever 
or sunstroke in the same way as one due toa 
reflex irritation from digestive disturbances. 
Fortunately, there are a number of agents 
always useful in quelling nervous outbreaks, 
from whatever cause, thus giving the physi- 
cians an opportunity of discovering and pos- 
sibly removing the exciting cause. 

The idea of a hot bath is so intimately 
associated with convulsions, in the minds of 
most people, that usually the child will have 
been subjected to this treatment before the 
physician arrives. In some cases this would 
be indicated, while in others it would be 
harmful. The warm bath, however (96° or 
97° F.), Wilson believes, would in most cases, 
if not all, be usefu!, and harmful in none. 
The wet pack he has found highly useful, in 
cases associated with high fever. Hot appli- 
cations to the feet (care being exercised to 
prevent burning), and if there is any fever, 
cold to the head, will be found beneficial. 
Sources of local irritation should be sought 
for and, if found, removed if possible. In 
this investigation the orifices of the body 
should be carefully examined for foreign 
bodies, or other sources of irritation. We 
should include in this investigation the 
mouth, nose, ear, anus, and urethra. In the 
male we should always look especially for an 
elongated and tight or adherent prepuce with 
retained smegma, for certainly this is often a 
contributing, and in some cases may even 
be the exciting, cause of the convulsion. 

The patient should be undressed and put 
to bed in a well-ventilated room, not too 
light, and only those who are to nurse the 
child allowed in the room, as quiet and rest 
are among the most essential factors of the 
case. Among the medical remedies should 
be included chloroform, bromides, chloral, 
opium, asafetida, calomel, castor oil, and 
quinine, and in the after-treatment, to build 
up the patient, arsenic, iron, and strychnine. 

During the attack, chloroform by inhala- 
tion Wilson believes to be the best remedy, 
and if the physician is present during the 
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paroxysm, he should employ this agent. 
Bromides and chloral per rectum, if the child 
cannot swallow, are perhaps the most useful 
to prevent a recurrence of the convulsion. 
Opium in the form of the deodorized tinc- 
ture, or preferably, during the attack, mor- 
phine in small doses hypodermically, is a 
most excellent remedy. In cases associated 
with indigestion or ptomaine poisoning, with 
vomiting in connection with either constipa- 
tion or diarrhea, especially where the fecal 
discharges are of that offensive, sickening 
odor sometimes met with, there is nothing 
equal to small and often-repeated doses of 
calomel, followed later by a good dose of 
castor oil. Quinine, where there is evidence 
of malaria, will generally be found useful. 
If there is reason to think that the stomach 
contains undigested food, an emetic by the 
mouth, or in some cases apomorphine hypo- 
dermically, cautiously given, should be em- 
ployed. Stomach irrigation may be _ indi- 
cated, and rectal injections, for cleansing 
purposes, are often very beneficial. 


THE USE AND ABUSE OF SALINE IN- 
JECTIONS. 


An editorial writer in Obstetrics for Septem- 
ber, 1900, reminds us that so valuable is the 
saline solution introduced within the body to 
combat the two great evils of obstetrics, 
eclampsia and hemorrhage, that grave dan- 
gersare liable to result from a consequent over- 
use. Carried along by our enthusiasm and 
imbued with a sense of the innocuousness of 
water and a pinch of salt, we may not realize 
until confronted by an unhappy experience 
that it is quite easy to drown a patient with 
artificial blood serum. 

The introduction of hot saline solution in 
obstetrical practice constitutes in this field 
probably the most important therapeutic 
measure of our times. So general is the be- 
lief in the toxemic theory of eclampsia, and at 
the same time so blind is our knowledge as 
to the actual nature of the toxic element, 
that it is quite natural to reason that the di- 
lution and washing out of the blood by saline 
water will best meet the needs. And the re- 
sults have been all that we could expect. 
Likewise in sudden and severe hemorrhages 
has it proven of very great value. 

Of the three methods of introducing the 
liquid within the body, into the alimentary 
canal, subcutaneously, and directly into the 
vessels, we recognize as to method the dan- 
ger of sepsis by the last two and the admis- 


sion of air by the last. In most cases de- 
manding the solution much haste is required, 


‘ which gives more importance to the matter 


of sepsis than would usually pertain. The 
entrance of air into the blood.vessels is not 
likely to occur if hydrostatic injection is em- 
ployed. 

The two serious dangers in direct venous 
injection are overdistention of the heart and 
enforced expulsion of uterine thrombi. The 
first of these applies in eclampsia chiefly, and 
the second in hemorrhage. The strain upon 
the heart, directly and mechanically due to 
eclamptic seizures, is very great. The sud- 
den and violent checking of respiration dams 
back the blood into the heart. Furthermore, 
the venosity of the blood weakens the power 
of the heart. In addition, the shock given 
the central nervous system still further harms 
the heart. The purpose of saline injection 
in eclampsia is to excite diaphoresis and 
diuresis, and at the same time to replace the 
expended fluid of the blood. It is easily ap- 
parent from these considerations that direct 
saline injection into the blood-vessels may be 
most injudicious. It may put a great addi- 
tional strain upon the heart before relief by 
the roundabout method of toxic reduction, 
and consequent lessening of convulsions, can 
possibly supervene. 

Is it not better to inject the saline solution 
into the colon and so secure our purpose 
without adding to cardiac strain? A large 
percentage of deaths in eclampsia is due 
chiefly to the strain on the heart rather than 
to toxic depression, asphyxia, or cerebral 
congestion. 

The one class of cases in which intravenous 
injection is demanded is that suffering sud- 
den loss of blood. The benefit to the heart 
and brain in such cases is little short of 
marvelous; and yet even here close watching 
is very necessary, lest too much be given. 

In postpartum hemorrhage of severe extent, 
when the patient is bordering on syncope, 
blood loss ceases often through formation of 
thrombi in the uterine sinuses—a clotting 
possible only because of very weak, slow 
blood-pressure. Overfill the vessels with 
saline solution and these thrombi are forced 
out, while the uterus yet fails to contract. 
In this class of cases, after the chief effect is 
accomplished, it would be safer to change 
from direct to intestinal injection. 

Another possible abuse of saline fluid in- 
jection is in employing it where neither 
toxemia nor hemorrhage is present, but for 
nervous shock from manipulations and 
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traumatisms. It cannot take the place of 
true stimulants. 

Like most old home sayings or proverbs 
in which an overtruth is stated to secure 
epigrammatic brevity, the one suggested and 
properly corrected by the above is that “ we 
ean have too much of a good thing.” 


VENOMOUS SNAKES: THEIR BITES, AND 
HOW TO TREAT THEM. 


McFARLAND concludes an article in the 
International Medical Magazine for Septem- 
ber, 1900, in the following words: Briefly 
outlined, then, the treatment of snake-bite is 
(1) immediate interruption of the circulation 
of the bitten member, so as to prevent ab- 
sorption of the poison; (2) free incision and 
enlargement of the fang wounds and forcible 
suction to extract the poison; (3) hypodermic 
injection of three to six drops of fresh ten- 
per-cent watery solution of chloride of cal- 
cium into about a dozen different areas about 
the wound; (4) strychnine given hypodermic- 
ally to stimulate the respiratory center; (5) 
immediate and frequently repeated hypo- 
dermic injections of ten to twenty cubic 
centimeters of the antivenomous serum, or, 
as Calmette calls it, “antivenene.” 

In a large number of experiments McFar- 
land has found it perfectly possible to save 
the animals from a certainly fatal dose of 
rattlesnake venom by administering with it 
one cubic centimeter of the serum of a horse 
immunized by a gradually increasing series 
of rattlesnake poison administrations con- 
tinuing over many months. 

The usual fatal dose of venom for a rabbit 
is one-half cubic centimeter of a one-per-cent 
solution of the dried venom given intrave- 
nously. The dose may kill in one minute, or 
death may be postponed for several days. 

The admixture of the venom and anti- 
venene in proper proportions, 0.5 cubic cen- 
timeter of venom plus one cubic centimeter 
of the serum of his horse, is followed by very 
little apparent disturbance. 

The conditions observed when a rabbit is 
bitten by a serpent to some extent resemble 
those seen in man, and illustrate the improb- 
ability of our ever attaining ultimate satis- 
factory success in the treatment of venom 
wounds. The rabbit when bitten is immedi- 
ately in an apparent agony of pain and terror, 
and springs aimlessly and hopelessly about, 
unable to act in its own behalf. The quantity 
of venom injected, which is usually many 
times a fatal dose, enters the circulation in a 


few moments, and the writer has seen the 
animals moribund within sixty seconds. No 
treatment could be of the slightest avail in 
such cases! When man is bitten, a similar 
condition presents itself, in that the accident 
is unforeseen, is attended with great pain, ex- 
treme apprehension, and inability to collect 
one’s presence of mind. The quantity of 
venom injected must always be unknown, 
and the quantity entering the circulation 
guessed at. The most urgent need of the 
patient is for the immediate, unlimited ad- 
ministration of antivenene. 

It would be a wise precaution for persons 
whose travels or occupations keep them in 
continual danger of snake- bites to provide 
themselves with the remedy and carry it with 
them, so that the emergency can be immedi- 
ately met. To those who live in towns and 
in the well-settled districts of our country, 
this may seem like an extreme precaution; 
but there are many whose occupations of 
berry - picking, lumbering, mining, hunting, 
engineering, etc., carry them into wild and 
snake. infested countries, to whom the posses- 
sion of a snake venom antitoxin with even a 
limited application would come as a boon. 


ANESTHETICS AND URINARY SECRE- 
TION. 


Tuompson, of Belfast, Ireland, states in 
the British Medical Journal of September 22, 
1900, his views in regard to this subject. He 
tells us that his experiments were performed 
on dogs. In most cases urine was received 
from the ureters by means of cannula, in- 
serted sometimes from the front, sometimes 
from behind. Blood-pressure was recorded 
in these cases. In another class of experi- 
ments no operative procedures were carried 
out. Urine was simply drawn from the blad- 
der at stated periods before and after the 
administration of the anesthetic. In the 
earlier experiments, undertaken as control 
experiments in connection with another re- 
search, morphine was previously given hypo- 
dermically. An abstract of these appeared 
in the British Medical Journal for April, 
1899, p. 793. In the latter experiments 
morphine was omitted. The effects of (1) 
ether, (2) chloroform, (3) A. C. E., and 
(4) a mixture of two parts ether with one 
part chloroform, were studied. The anes- 
thetics were administered through a tracheal 
cannula in the first series of experiments, 
and by simple inhalation in the later series. 

1. Ether caused an increased diuresis in 
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the great majority of the experiments, which 
continued after the anesthetic was removed. 
The percentage output of nitrogen suffered a 
diminution corresponding to the increase of 
urine, The total excretion per hour of nitrog- 
enous substances was, however, increased. 
In one experiment (second series) the amount 
of urine was diminished; the diminution, 
however, was followed by an after increase. 

2. Chloroform in the greater number of 
cases caused a diminution in the secretion 
of urine, with, for the most part, an after 
increase. The output of nitrogen per cent 
suffered a diminution except where decrease 
in the quantity of urine was very marked. 
In all cases the total excretion of nitrogen 
per hour was greatly reduced, followed by 
an after increase. One experiment (first 
series) showed a considerable increase in 
the quantity of urine secreted. 

3. A.C. E. The immediate effects of this 
compound were variable, but all the experi- 
ments showed a very pronounced after diu- 
resis. In one experiment total suppression 
lasting two and a half hours was produced, 
followed after removal of the anesthetic by a 
somewhat augmented secretion. This dog 
proved to have had albuminuria previous to 
the experiment. The total output of nitrogen 
was, as a rule, increased, but not invariably; 
the percentage output corresponded inversely 
to the outflow of urine. The variability in the 
results was probably due to the predomina- 
ting effect of one or other constituent of the 
anesthetic. 

4. Ether-chloroform mixture as used pro- 
duced a very slight diminution in the outflow 
of urine, the average of seven experiments 
being 10.75 cubic centimeters for the normal 
hour, 8.85 cubic centimeters for the anes- 
thetic hour, and 9.4 cubic centimeters and 
10.3 cubic centimeters respectively for the 
two subsequent hours. The output of nitro- 
gen per cent was correspondingly affected, 
per hour very slightly increased. For kidney 
experiments this is, therefore, par excellence, 
the anesthetic to be selected. 

After all of the foregoing anesthetics the 
chlorides suffered a marked diminution. 

Abnormal constituents also occurred in the 
above urines. In some cases albumin was ob- 
served; but in all of these cases, with one 
exception, the urine was slightly tinged with 
blood. It was concluded, therefore, that this 
furnished the albumin, and had probably 
arisen from a slight lesion of the ureteral 
mucous membrane by the end of the can- 
nula. Such a lesion was discovered in every 


case in which it was sought for. The excep- 
tional case was that in which the dog had 
suffered from albuminuria prior to the ex- 
periment. This was shown by the presence 
of albumin in the urine obtained from the 
bladder. The author therefore has little 
doubt that some fallacy has crept into the 
experiments of Kemp, where he found the 
presence of albumin in the urine to be very 
frequent after the administration of ether. 

Reducing substances were found in the 
majority of the urines, even in those of 
the second series, where morphine was not 
administered, and to which the following re- 
marks only now refer. The urine after chlo- 
roform gave crystals resembling those of 
glucosazone; the urine also fermented, though 
not very typically. There can be little doubt, 
therefore, that grape-sugar was present. Osa- 
zone-like crystals were also obtained after the 
administration of ether. The urine required 
at least an hour's boiling, and the crystals 
separated only after standing over night. 
This urine did not always ferment. 

The urines were also tested for glycuronic 
acid compounds both before and after boiling 
with a mineral acid. All of the recognized 
reagents gave, however, only negative results. 
Reactions for pentose likewise failed. 

The volume of the kidneys was studied by 
means of Roy’s oncometer under the in- 
fluence of chloroform and ether-chloroform 
mixture. Both these anesthetics gave a fall 
in volume, more marked in the case of chlo- 
roform. The number of experiments was 
not, however, sufficiently large to speak con- 
clusively. 


THE EFFECTS OF INHALATION OF CER- 
TAIN ANESTHETICS ON THE 
KIDNEYS. 

The British Medical Journal of September 
22, 1900, contains an article by Buxton and 
Levy, in which they conclude that the study 
of their tracings and a consideration of the 
details of their experiments lead them to 
regard the specific ether effect not as a 
necessary and initial result of ether narcosis, 
such as Drs. Kemp and Thomson appear to 
regard it, but as the occasional result of 
the prolonged action of ether when circu- 
lating in the blood in such excessive quan- 
tity as is nearly toxic to the vital centers of 
the medulla. Such a dose may, they con- 
sider, in some cases be actually toxic to the 
kidney, in that it acts directly on the kidney 
arterioles, exciting their contraction, thus 
producing the “specific effect.” 
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After cessation of administration of the 
anesthetic the urine secretion is gradually 
resumed. They are unwilling to ascribe di- 
rectly to the ether such a suppression of 
urine as occasionally follows an operation 
under this anesthetic. 

Their results in respect of the administra- 
tion of chloroform need not be enlarged 
upon here, as they agree in the main with 
those described by Drs. Kemp and Thomson. 

Continuing further, they think that taking 
their clinical observations into account, the 
following points deserve attention: 

In ether cases the quantity of urine passed 
after the operation is, in the majority of 
instances, reduced in amount. Probably the 
abstinence in liquid both immediately be- 
fore and after the operation, as well as the 
vomiting which in some cases occurs, and 
the purging incident to the routine prepara- 
tion of the patient before operation, may 
have had considerable influence in bringing 
about this ‘reduction. Other but less usual 
Causes acting in the same direction are the 
diminished blood-pressure due to surgical 
shock, especially in the case of abdominal 
operations, and also the reflex inhibitory ac- 
tion on the kidneys in certain operations, 
such as those for the relief of hemorrhoids. 
They think that in certain cases direct 
manipulation of kidney and ureter has to be 
considered in this connection. 

It cannot be too strongly insisted upon 
that this reduction is in the urinary water 
only. The increase in the specific gravity 
of the urine after operation, which has been 
already pointed out as occurring constantly, 
sufficiently demonstrates that the functional 
activity of the kidneys concerned with the 
excretion of the solid constituents of the 
urine is not generally seriously affected by 
the ether. 

If, as we may be led to believe from the 
experiments of Drs. Kemp and Thomson, 
the kidneys are materially affected by ether 
even in light narcosis, and that albuminuria 
early gives evidence of this renal derange- 
ment, it is surprising that most, if not all, 
patients who inhale ether should not show 
the results of the ether effect upon their 
kidneys, and their clinical tables palpably 
fail to indicate that such is the case. 

The fact is, there is little evidence tending 
to show that ether exerts directly any dele- 
terious influence on the kidney parenchyma. 
The albumin found in the urine of the dogs 
which had undergone experiment they be- 
lieve is not to be explained in this way, but 


by the indirect action of the anesthetic, in 
that it produces, when pushed to an excessive 
dose, an ischemia of the kidney—that is, the 
specific ether effect. 

Nussbaum’s experiment of temporary liga- 
ture of the renal artery of the frog has 
demonstrated how deprivation of arterial 
blood damages the renal epithelium, and 
causes the appearance of albumin in the 
urine. A similar deprivation of arterial blood 
by reason of intense and prolonged contrac- 
tion of the renal arterioles, such as they 
found occurring in the specific renal effect 
of ether, would naturally lead, they should 
expect, to the appearance of albumin in the 
excreted urine. 

A less intense and less prolonged deficiency 
of blood-supply produced by a temporary 
fall of blood-pressure, such as follows-*the 
administration of chloroform or of a toxic 
dose of ether, should naturally be followed 
by the occurrence of albumin in smaller 
quantities. 

They do not consider that any specific 
ether effect and consequent kidney ischemia 
and albuminuria should ever occur in the 
course of ether anesthesia for operative pur- 
poses, provided the administration be per- 
formed with reasonable care. They think, 
however, that in the case of ether, owing to 
its comparative safety as far as the vital 
centers are concerned, there is a danger lest, 
owing to a false sense of security, excessive 
quantities are administered. Where quan- 
tities of ether are given—where the patient 
is “soaked” with ether—one meets with 
“ether effects’ on the kidneys. Such effects 
are probably transient in most cases, and 
produce no acute or lasting mischief; but 
even these are not, they submit, necessary, 
and are in fact the result of the abuse rather 
than the use of ether. 


PROPHYLAXIS TO BE ADOPTED IN SUS- 
PECTED CASES OF POSTPARTUM 
HEMORRHAGE. 


The London Lancet of September 15, 1900, 
has in it an important article, in which 
Byers gives the following advice: 

When from the symptoms we suspect the 
occurrence of hemorrhage after delivery, the 
following precautionary measures should be 
adopted: (1) During pregnancy the patient 
should be advised to take exercise and keep 
her skin (baths) and bowels (purgatives) 
acting. She should avoid all stimulants of 
any kind, and if there is albuminuria a milk 
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diet should be enforced. (2) During confine- 
ment the fetus should be delivered slowly, its 
birth being followed down by the hand on 
the fundus, and it is good practice (provided 
the head or breech presents) to puncture the 
membranes when the os is nearly fully 
dilated. By this measure the pains are in- 
creased in energy, and it also favors tonic 
contraction of the uterus after expulsion of 
its contents. Further, from the very onset 
of labor the patient should be kept lying, and 
as soon as the os is fully dilated Byers has 
found the practice recommended by the late 
Dr. McClintock, of giving two teaspoonfuls 
of fluid extract of ergot, most useful. 

In cases where he suspects the occurrence 
of postpartum hemorrhage, Byers has pre- 
scribed for a couple of weeks before delivery 
ten grains of chloride of calcium thrice daily. 
This practice gave good results, but whether 
the medicine or the careful management of 
the third stage of labor deserves the credit 
“it is, of course, difficult to say. Dr. Lombe 
Atthill, of Dublin, in cases where from the 
experience of previous labors he anticipated 
postpartum hemorrhages, or where in the 
progress of tedious labors the uterus became 
exhausted, so that he suspected hemorrhage 
after delivery, gave in the former case for 
three weeks before the expected labor a 
mixture of liquor strychnia with infusion of 
ergot, adding iron if the patient was anemic, 
and hydrochloric acid if she was plethoric. 
He gave this mixture for from seven to ten 
days; then, after ceasing its administration 
for forty-eight hours, he let the patient con- 
tinue to take it. The mixtures are as follows: 
Liquid extract of ergot, two drachms; solu- 
tion of strychnia, one drachm; diluted hydro- 
chloric acid, two drachms; infusion of ergot 
to six ounces—a measured tablespoonful to 
be taken thrice daily. In anemic women 
the hydrochloric acid was replaced by one 
drachm of iron and ammonium citrate. In 
the latter case (exhausted uterus in a tedious 
labor) he recommends a dose of ergot with 
ten drops of liquor strychnia in the first dose 
and five drops in the next, if necessary. En- 
dometritis in a married woman at the child- 
bearing age should be carefully treated. 

As there is hardly any complaint met with 
in midwifery needing greater pluck and 
more resourceful and prompt action on the 
part of the attendant, it is good practice in 
all confinement cases to see, as the second 
stage of labor is advancing, that everything 
is conveniently ready, such as hot water, the 
douche, with double-current intra-uterine 





tube (Bozeman’s or Budin’s), etc. The ac- 
coucheur, fortified in this way, acts with much 
greater self-reliance should hemorrhage sud- 
denly set in. Supposing the placenta and 
membranes have all come away, and that 
then suddenly bleeding sets in with a relaxed 
uterus, what should be our line of practice? 

1. Byers thinks the first measure to be 
adopted is external uterine massage. By 
this means the uterus is stimulated to con- 
traction, clots are expelled, and often this 
method is sufficient of itself to arrest the 
hemorrhage. 

2. Should this plan fail, he then recom- 
mends the use of hot water. A double- 
current instrument (Budin’s or Bozeman’s) 
should be employed, and it is a great advan- 
tage at the same time to draw the uterus by 
catching the anterior lip of the cervix with a 
vulsellum forceps. Certain precautions in 
the use of hot water are necessary: (1) In 
maternities a bath thermometer is of use as 
indicating the proper temperature (118° F.) 
to be used, but in private practice the best 
rule is to use the water at that temperature 
which the hand immersed in it will bear; (2) 
the hot water should be used in large quan- 
tities; (3) the intra-uterine tube should be 
passed up to the fundus so that the whole 
inner surface of the cavity is bathed; (4) 
some use a little creolin in the hot water; 
he prefers salt—a teaspoonful to the pint. 
Never use any corrosive sublimate in the hot 
water, the objection to it being that, owing 
to the open state of the uterine vessels, ab- 
sorption takes place rapidly, with the risk (he 
has seen its occurrence) of mercurialism. 
Cold water should not be employed; it is 
not sterile, and its low temperature has a 
prejudicial effect on the anemia, while the 
hot water is distinctly stimulating. 

3. The introduction of the hand into the 
uterus. As there is no operation, he be- 
lieves, so dangerous to a parturient woman 
as the introduction of the hand of her attend- 
ant (owing to the admitted difficulty of ren- 
dering it aseptic) into the uterus, this practice 
should only be done when the indications are 
clear. If hemorrhage sets in before the pla- 
centa comes away, and if, owing to adhesions, 
external abdominal massage fails to expel it, 
then the hand must be introduced to separate 
and withdraw the placenta. Again, if a 


lobule of placenta or a piece of outlying 
after- birth is retained, the hand should be 
introduced to remove the retained parts, 
which prevent by their presence the uterus 
contracting on its open vessels. 


After the 











hand has been withdrawn the uterus should 
be carefully douched with a hot creolin lo- 
tion. In the absence of the clear indications 
he has mentioned, the use of the hand inside 
the uterus is, he believes, bad practice. No 
doubt it stimulates the uterus to contract, 
but hot water will do this equally well, and 
there is not the same risk of septic poisoning 
as when the hand is introduced. 

4. Should the preceding measures fail, then 
we may try bimanual compression, but Byers’s 
own experience of it is that it is very fatiguing 
- to the accoucheur and trying to the patient; 
and he prefers 

5. Gauze plugging of the uterus. A word 
about its technique. One may, as text books 
teach, need three lengths of four or five yards 
each, from three to four inches broad, but he 
has been struck with the fact that when the 
uterus is drawn down with the vulsellum, in 
many cases very much less of the gauze is 
needed. The plan he can recommend from 
personal experience is to carry in the obstet- 
ric bag one of Diihrssen’s sealed tins of ster- 
ilized iodoform gauze. This tin takes up 
little room, it can be opened quickly, and 
it contains sufficient gauze to plug the uter- 
ine cavity. Great care should be taken to 
plug the uterus tightly up to the fundus. 
The hold given by the vulsellum forceps 
allows sufficient counterpressure when pack- 
ing the cavity of the uterus. The gauze acts 
by stimulating the uterine muscle to contract, 
but also by insinuating itself into the mouths 
of the bleeding vessels, and so directly com- 
pressing them. 

6. Drawing the uterus downward. Should 
we meet a case where notwithstanding the 
gauze packing hemorrhage continues, Byers 
thinks we should first (on the assumption that 
our previous technique has been at fault) re- 
move the gauze, wash out the uterine cavity 
with a creolin douche, and reapply—packing 
very firmly—the gauze. If the hemorrhage 
again returns, he would strongly recommend 
the firm drawing down as far as possible of 
the uterus with tenaculum forceps passed 
through the lips of the cervix. This method 
acts, he thinks, by kinking and compressing 
the uterine arteries, as is seen often in the 
operation of vaginal hysterectomy. In such 
circumstances Professor Schauta, of Vienna, 
thinks atheromatous vessels are present in 
the placental area. He advises laparotomy 
in hospital practice, or in private practice 
eversion of the uterus into the vagina by 
pressure on the fundus, so that the bleed- 
ing vessels may be caught, or an india-rubber 
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ring (as recommended by Kocks), or a gauze 
bandage may be fastened round the everted 
uterus so as to cut off the circulation. The 
compression should not be maintained for 
more than six hours to avoid gangrene, and 
Professor Schauta prefers that the vessels 
should be caught directly rather than that 
pressure should be applied to the whole 
uterus. When the bleeding is stopped the 
uterus is to be reinverted. He has no per- 
sonal experience of this method. He simply 
mentions it on the authority of the distin- 
guished Viennese obstetrician. 

7. Injection of iron. He has not used the 
injection of perchloride of iron solution for 
the past five years. It is a remedy not with- 
out danger; it causes a certain amount of 
superficial injury of the uterine wall, which 
forms a suitable nidus for the growth of 
germs; and if it fails plugging cannot be 
done, owing to the effect that the iron has 
on the tissues. He has been told that gauze 
plugging has replaced the use of iron in bad 
cases of postpartum hemorrhage in the Ro- 
tunda Maternity Hospital. 

The treatment which Byers has mentioned, 
applied to cases of uterine inertia giving rise 
to hemorrhage after the delivery of the pla- 
centa, is as follows: Should bleeding set in 
before the after-birth is delivered, pressure 
should be at once used to bring it away, and 
if this fails the hand should be introduced to 
separate and withdraw the placenta. Should 
a portion of the placenta remain or a piece 
of membrane, or should there be the suspi- 
cion of a uterine tumor, the hand must also 
be introduced for diagnosis and treatment. 
In all such cases the uterus should after- 
wards be most carefully douched out with 
a hot creolin lotion. 


THE PRESENT-DAY TREATMENT OF 
DIABETES. 


WILLIAMSON writes under this interesting 
heading in a recent issue of the London 
Practitioner. He points out that it is the 
practice of many to allow patients the use of 
saccharin, but it is worth mentioning that 
Bornstein has observed the occurrence of 
dyspeptic symptoms following upon the use 
of this substance, and Boas has expressed 
his opinion that in certain cases saccharin 
hinders fermentation in the intestinal tract. 
When prescribing saccharin Lépine, of Ly- 
ons, recommends that small doses only 
should be directed to be employed, and 
an equal quantity of bicarbonate of soda 
should be added. 
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The use of antipyrin in diabetes has re- 
ceived a by no means unqualified accept- 
ance. Mousse accepts the claim on the part 
of the advocates of antipyrin that there is a 
diminution in the amount of sugar from its 
administration, but he contends that this 
result is only of a passing character. Opitz, 
however, seems to have had a more favorable 
experience, and Lépine gives it as his opinion 
that antipyrin is sometimes most useful, fre- 
quently diminishing excessive polyuria and 
reducing the amount of sugar. Lépine, 
however, modifies his statement by declar- 
ing that antipyrin should be used only in 
those cases of diabetes where the hyperpro- 
duction of sugar is very great. There is the 
further fact that a long continuance of this 
drug is not advisable. 

Boric acid has been found of use, and in 
two cases which have been published suc- 
cess has been announced, the results being 
classed as “cures.” In one case, where the 
patient was a boy aged eighteen years, the 
diet is mentioned as having been of skimmed 
milk; in the other case the age of the patient 
was twelve, and he was the son of the med- 
ical man who recorded the favorable result. 
It is of some interest to note that the pre- 
scription used in the former case was: 


B Acid borici, gr. xx; 
Glycerini, f 3 j; 
Liq. arsenici hydrochlor., ™ v; 
Liq. strychnin. hydrochlor., ™ x; 
Aque, q. s. ad f 3 j. 


Ellis advances the opinion, on the strength 
of some cases in which there has been no- 
ticed reduction of sugar after moderate and 
carefu! Dicycling exercise, that in the cases of 
the malady where the patients can safely 
bear the stress and strain, good effects may 
be expected in suitable instances from the 
practice of cycling. 

An instructive experiment recorded by 
Murrell points to the helpful character of 
thyroid medication in diabetes. A diabetic 
patient was given fresh sheep’s thyroid in 
four- grain pills every four hours, with the 
result that her general condition was much 
improved, the amount of urine passed was 
markedly diminished, and the symptom of 
thirst became much less distressing. This, 
however, did not occur without some pre- 
liminary difficulties before toleration of the 
drug was secured. The weight of the pa- 
tient very gradually decreased, and in this 
particular the treatment seems to be lacking 
in a very important point. On the thyroid 


being discontinued the daily amount of urine 


passed rose, and the patient again experi- 
enced great thirst with the accompanying 
dryness of the mouth. It is, therefore, only 
to be expected that much attention has been 
given to the question of the administration 
of thyroid in diabetes, but the recorded re- 
sults of investigators are not in agreement. 
In the case of one diabetic patient the excre- 
tion of sugar was increased to twice the 
amount on the ingestion of ten grains per 
diem of dry thyroid. 

So great a success has attended the treat- 
ment of myxedematous patients with thyroid © 
that the feeding of diabetic patients on pan- 
creas was attempted, and it was hoped that 
it might result in great benefit; but, accord- 
ing to Dr. Hale- White and others, it has 
been proved conclusively that feeding dia- 
betics on pancreas does not do any good. 

A. Zelnichin has put forward a claim for 
the value of a substance called spermin in 
the treatment of diabetes, and according to 
this observer the effect of this remedy, which 
is manufactured from the testicular substance 
of dogs and bulls, is marked by amelioration 
of symptoms. 

The efficacy of the treatment of diabetic 
coma by saline injections has been given in 
detail by Roget and Balvay, who report con- 
cerning a patient aged twenty with complete 
coma for forty-eight hours accompanied with 
convulsions. Within a few hours after thirty- 
five ounces of saline solution had been in- 
jected into the left median cephalic vein 
improvement took place, the patient opening 
his eyes when spoken to, and the amount of 
urine passed being described as “ abundant.” 
The treatment was continued till the ninth 
day of the coma, and resulted in the disap- 
pearance of the symptoms. During the time 
he was treated the patient received about 
fifteen pints of saline solution, and it is also 
to be noted that three enemata of seventeen 
ounces each were administered. It is un- 
doubtedly a step in the right direction to 
have ready at hand the means of enabling 
patients in diabetic coma to regain conscious- 
ness, and it is satisfactory to hear that out of 
twenty cases collected by Roget and Balvay 
recovery is said to have occurred intwo. It 
would appear that the likelihood of recovery 
seems to depend on whether the kidneys are 
in a fairly healthy state; in those cases where 
there is disease of the kidneys an improve- 
ment only is to be reasonably looked for. In 
England the strenyth of the injection of the 
saline is about seven-tenths of one per cent, 
and sodium chloride is the salt generally 

















used. The amount injected varies; but it 
may be said that something under four ounces 
during twenty-four hours has been known to 
be given with successful result. It has been 
recommended that if the attack of coma is 
not fully developed the subcutaneous method 
of giving the injection is desirable, but that 
in a patient already exhibiting a comatose 
condition the best course to follow is to per- 
form intravenous injection. 

Herzog relates the details of a case of dia- 
betic coma treated by subcutaneous saline 
injections, in which there was a partial re- 
turn to consciousness and a fair degree of 
improvement of the condition, though ulti- 
mate recovery was not attained. This author 
also gives his views in regard to the method 
of giving the injection, which he urges should 
be subcutaneous, not intravenous, and should 
also be ordered at frequent intervals. 

Authorities on the treatment of diabetic 
coma all unite in recommending that reme- 
dial measures should be instituted when 
coma is imminent, and some very practical 
remarks upon how it is possible to forestall the 
onset of coma were lately made by Dr. Hale- 
White in the course of one of his visits at 
Guy’s Hospital. If a sudden diminution in 
the amount of sugar be found in the urine in 
a case not under treatment directed to that 
object, it might fairly be supposed that coma 
was about to come on. If a patient, the sub- 
ject of diabetes, complains of sickness and 
pain in the stomach, the case is one that 
should be regarded, in Dr. Hale- White’s 
opinion, as exceedingly likely to develop an 
attack of coma. There is nothing more 
likely to produce coma than worry and 
fatigue, and it is important to induce people 
liable to coma to live very quietly. Refer- 
ring to treatment by injection of saline fluid, 
Dr. Hale- White said the reason of it re- 
storing the patients to consciousness is not 
known, but probably there is in diabetes, as 
a result of perverted metabolism, a poison or 
toxin which is diluted by the saline which is 
injected. In the case of the diabetic patient 
on which Dr. Hale-White made these com- 
ments, headache was quite relieved, and the 
slight coma disappeared, under a treatment 
of sodium bicarbonate — 200 grains a day, 
and 400 grains a day subsequently. 

In those cases of diabetes where the com- 
plication of acetonuria is present, Hirschfeld 
advises that the patient should be treated by 
rest and by overfeeding. The diet should 
consist of carbohydrates in small quantities, 
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not too great abundance of albuminoids, fat, 
and alcohol. 

The question of the advisability of oper- 
ating on surgical diseases in patients the 
subjects of diabetes has lately attracted 
considerable notice. According to Fisk the 
presence of glycosuria does not in itself 
constitute an absolute contraindication to 
surgical relief, but he adds the very impor- 
tant reservation that great judgment must 
be exercised in the selection of cases and in 
the determination of the kind and extent of 
the operation to be performed. The author 
states that this opinion has been arrived at 
after considering the views of various well 
known surgeons and from personal observa- 
tions. Provided infection does not occur, 
operative wounds under these conditions 
heal kindly but slowly, especially granulating 
wounds. The object in mind in every oper- 
ation in a diabetic patient should be so to 
plan the technical details that the vascularity 
of the tissue involved shall be as little inter- 
fered with as possible. 


METHYLENE BLUE AS AN ANALGESIC, 


KLEMPERER (quoted in La Médecine Mod- 
erné, June 27, 1900) has recently published 
his results obtained by the employment of 
methylene blue as an analgesic in twenty- 
seven cases of sciatica. In eight cases it 
failed entirely, in six the pains marvelously 
disappeared in five days, and in the remain- 
ing thirteen the sciatica resisted the treat- 
ment for several weeks, but the pains were 
less frequent and the patients were enabled 
to sleep at night. Three to six capsules con- 
taining 045 gramme (about seven grains) 
were given daily. Slight gastric disturbances 
occurred, but they involved no serious incon- 
venience, and any pain during micturition 
was easily annulled by adding a little nut- 
meg to each dose. The writer has found 
the medicament very useful in tabes, neural- 
gia, and myalgia, in diminishing the intensity 
of the pains. In these conditions it is best 
to commence with o.25 gramme (four grains) 
twice a day, and very gradually increase the 
dose up to one gramme (15 % grains) or more. 
The substance must be absolutely pure, 
otherwise gastric, toxic, and diarrheal trou- 
bles will follow. It should be administered 
in well-made cachets, so as to avoid any 
coloration of the oral cavity. The patient 
should be warned of the urinary change of 
color, and that some slight vesical spasm 
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and dysuria may occur. The action of the 
blue causes at first a numbness, passing grad- 
ually into analgesia, Its action is rapid, but 
not of long duration; hence it is necessary 
to continue the medication whilst any pain is 
felt. Local effects can also be obtained, but 
the disadvantage of its coloring power has 
not yet been overcome. It has been proposed 
also to use the blue in subcutaneous injec- 
tions, but at present there have been no 
experiences published. It is claimed that 
methylene blue in excessive doses does not 
cause the depression, etc., of increased 
amounts of the ordinary analgesics, and is 
worthy of extended use.— British Medical 
Journal, Nov. 10, 1900. 


EXTRACT OF SUPRARENAL CAPSULES 
IN THE TREATMENT OF DIS- 
EASES OF THE NOSE, 
THROAT, AND 
EARS. 

GLEASON states in the /nternational Meda- 
ical Magazine for November, 1900, that 
when applied to the mucous membrane of 
the ear or nose, a ten-per-cent extract of 
suprarenal capsule produces a blanching and 
shrinking of the inflamed parts, which some- 
times persists for several hours. In cases of 
earache where the intratympanic mucous 
membrane is exposed from previous perfora- 
tion of the drumhead, an attack of acute 
otitis can usually be aborted by the instilla- 
tion of the extract. A few drops should be 
instilled into the ear, and after a few mo- 
ments should be removed by means of ab- 
sorbent cotton, in order that an excess of 
the solution should not remain to putrefy; for 
in so warm a place as the ear putrefactive 
changes will occur in the solution within a 
few hours. In the treatment of acute nasal 
catarrh, suprarenal extract may be employed 
after the congestion and swelling of the 
nasal mucous membrane has been reduced 
by cocaine. For this purpose the extract is 
probably inferior to a four-per-cent solution 
of antipyrin, which, if liberally sprayed over 
the nasal mucous membrane, will maintain 
the contractile effects of the cocaine for 

several hours and prevent any reaction. 

By the use of suprarenal extract opera- 
tions within the nose can often be rendered 
bloodless. It has been claimed that when 
applied to the nasal mucous membrane, 
suprarenal extract is the most powerful 
astringent known. It is a mistake to sup- 


pose, however, that its use will prevent 
hemorrhage from a large artery within the 


nose, should such a vessel be severed during 
an operation. Dr. Gleason has had profuse 
hemorrhage during a nasal operation after 
the most thorough application of suprarenal 
extract to the nasal chambers. It is stated 
also that secondary nasal hemorrhages are 
more likely to occur if the extract is dis- 
pensed with. 

The drug has been used with considerable 
success in the treatment of hay-fever. It 
should be applied locally and also given 
internally. A convenient method of admin- 
istration is as follows: The patient is sup- 
plied with gelatin capsules each containing 
two or three grains of the powdered gland. 
He is directed to take one of the capsules 
every two hours, watching for any irregu- 
larity of the heart's action or other disagree- 
able heart symptom that may occur; and 
should any such symptom present itself, to 
take the capsules at less frequent intervals. 
As a matter of fact, while no very alarming 
symptoms have been observed to follow the 
ingestion of suprarenal extract, yet some pa- 
tients complain of irregular heart action, 
slight vertigo, etc., while taking the remedy 
in even such small doses as two or three 
grains every two hours. The patient should 
also be directed to dissolve one of the cap- 
sules, gelatin and all, in a teaspoonful of hot 
water, filter the solution, and apply it by 
means of a pledget of absorbent cotton to 
the interior of the nose. Tie pledget of 
cotton should be sufficiently large to fit 
somewhat snugly within the nasal chamber, 
as a moderate amount of pressure is bene- 
ficial and seems to aid the action of the 
extract in reducing the congestion and swell- 
ing of the mucous membrane. The satu- 
rated pledget of cotton should be allowed to 
remain within the nose for half an hour or 
more, and renewed sufficiently often to 
secure the desired results. A convenient 
method of application is for the patient to 
wrap a small mass of absorbent cotton about 
the end of a crochet needle from which the 
hooked end has been removed, dip the cotton 
into the solution, and insert it within the 
nose. The cotton is readily released from 
the crochet needle by twisting the latter in 
the opposite direction from that in which the 
cotton was wrapped. In the hands of one of 
his assistants, Dr. Gleason states this method 
of treatment has been remarkably successful. 
In one case all symptoms of hay- fever dis- 
appeared after the first day’s use of the ex- 
tract. The treatment was begun during the 
height of the attack. 
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USE AND ABUSE OF POTASSIUM IODIDE 
IN OPHTHALMIC PRACTICE. 


BAKER states in the Journal of the Ameri- 
can Medical Association of November 17, 1900, 
that: 

1. Iodide of potash should generally be 
administered in rapidly increasing doses until 
from 1 to 500 grains is given daily. 

2. The drug should always be given after 
eating, and well diluted with water. 

3. Frequent hot baths are essential to the 
best results in the use of the remedy. 

4. Not infrequently large doses will be 
tolerated when smaller ones cannot be well 
taken. 

5. The use of the large dose is not limited 
to syphilitic cases. 

6. Large doses are indicated in optic neu- 
ritis, ocular paralysis, choroiditis, serous iritis 
and relapsing iritis, cyclitis, and interstitial 
keratitis. 

7. It is contraindicated in gray atrophy of 
optic nerve and in most cases of postneuritic 
atrophy. 

8. Albumin in the urine, generally speak- 
ing, is a contraindication for large doses of 
iodide. 

9. Young children do not take the iodide 
kindly, and it should be administered cau- 
tiously. 

10. The remedy is of doubtful value in 
early syphilitic iritis. 

11. Large doses are of doubtful utility in 
the removal of postoperative exudates, but 
should be given further trial. : 


MALARIAL HEMOGLOBINURIA. 


In a discussion on this subject published 
in the Journal of the American Medical Asso- 
ciation of November 17, 1900, Dr. BuRNs 
makes a plea for harmony in the treatment 
of hemoglobinuria. As his reports show—of 
course, sixteen cases do not show a large 
clinical report—more than one-half the 
cases died under the treatment, without 
quinine. It is the custom for many physi- 
cians in the Southern States to use no quinine 
in the treatment of hemoglobinuria. One 
year he was losing all his cases, and he de- 
termined to try one case and see if the patient 
would live if he used quinine. This patient 
had considerable jaundice and an enlarged 
spleen—a typical case, in short, wherein 
those who fear quinine would have withheld 
that agent. He had been given quinine 
sulphate in large doses by the mouth, and on 
the third day developed hemoglobinuria. 


How easy it would have been to have arrived 
at a quinine hemoglobinuria. Quinine saved 
that man’s life, he believes. Dr. Burns began 
at once not to withdraw, but to get quinine 
into the circulation, giving 734-grain doses 
of the hydrochlorate every four hours intra- 
gluteally, and to his surprise the patient got 
well. Moreover, this same person was treated 
successfully with quinine in a second attack 
some months later. Ever since Dr. Burns 
has treated every case with calomel, turpen- 
tine, hot applications, and beef juice. He 
has also been using the normal salt solution 
per rectum, which he finds replenishes the 
blood and allays thirst. This mode of treat- 
ment, with quinine applied, in the past five 
cases has proved successful. He objects to 
the term postmalaria in any form; he knows 
of no postmalarial condition, except conva- 
lescence and sound health. He finds estivo- 
autumnal parasites in all cases of hemoglobi- 
nuria, and knowing the great hemolysis 
wrought by these agents, he would doubt the 
wisdom of withholding the one agent which 
would eliminate the plasmodia from the 
blood. He no longer fears quinine in hemo- 
globinuria. 


A SPECIAL INHALATION MIXTURE IN 
PULMONARY DISEASES. 


PENROSE concludes a paper in the /ohns 
Hopkins Hospital Bulletin for November, 
1900, by calling our attention to the great 
quantity and variety of medicines taken in- 
ternally for acute coryzas, bronchitis, grippe, 
and which are appalling to the conscientious 
physician. In addition, numbers of com- 
pound remedies with very elaborate titles 
are daily prescribed for these conditions, 
some of the ingredients of which, or at least 
their dosage, too often escape the memories 
of those using them. Inhalation methods 
are the rational means for combating pulmo- 
nary affections. Internal medication should 
be used as an accessory treatment, as, for 
instance, a sedative mixture to relieve ex- 
cessive coughing, etc. Dr. Penrose does 
not consider diet in this category. Change 
of climate, mountain air, etc.—in reality in- 
halation treatments—are all very well for 
those who can afford them, but what can be 
done for the masses to whom this is an im- 
possibility? Because many have found in- 
halations of various kinds of little value in 
tuberculosis, there is no reason to suppose 
the best treatment will not be found along 
these lines. The good effects of oxygen in 
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pulmonary disorders are raised to a maxi- 
mum when combined with the heated vapors 
of an inhalation mixture. The mixture he 
uses has never yet proved irritating or dan- 
gerous to the healthy lungs, although pos- 
sessing marked antiseptic properties. At 
the start the following formula is used: 
Creosote (beechwood), olei terebinthinz, 4a 
drachms iv; tincture benzoini co., oz. iij (one 
drachm of this mixture being placed in a 
pint of hot water): As the patient becomes 
more accustomed to the fumes—zZ. ¢., does 
not cough or choke during inhalation — 
gradually more of the creosote and oil of 
turpentine is added till a mixture of equal 
parts of each is obtained: Creosote (beech- 
wood), olei terebinthinz, tr. benzoini co., aa 
Zz. j. 

Inhalations to be effective should be sys- 
tematic and of sufficient duration —ten to 
fifteen minutes at least. Indispensable ad- 
juncts are breathing exercises and general 
gymnastic work. No physician can hope to 
have success in pulmonary diseases unless he 
makes a thorough study of chest develop- 
ment, calisthenics, and other forms of ex- 
ercise; in fact, it is necessary that he have 
a love for this kind of work himself, and by 
personal example try to awaken in his pa- 
tients — who, as a rule, are phlegmatic or 
indifferent—the enthusiasm so important 
in this kind of work. The excellent work 
by Dr. Dennison, of Denver, entitled “ Ex- 
ercise and Food in Pulmonary Disorders,” 
demonstrates the great advantages of such 
exercises. 

The bacteriological examination made of 
the sputum in a number of the author’s cases 
proved the marked antiseptic effect of the 
above inhalation mixtures, especially on the 
pus cocci. Now even if, as many authorities 
have shown, tubercle bacilli, being walled 
off, are protected from all inhalation vapors, 
when the severe symptoms so often due to 
secondary infection are eliminated and other 
portions of the lungs exercised and disin- 
fected, beyond question a better chance is 
given to resist the spread of the morbid 
condition and to wall off completely the 
tuberculous area. 

In addition some persons will use an in- 
halation who could never be induced to take 
breathing exercises. The act of inhaling is, 


however, a very efficient exercise, as any one 
can easily prove. 

Inhalations rarely upset the stomach like 
cough syrups, etc., and eliminate much of 
the fatiguing routine of hourly medication. 


Children will inhale smoke, as they often 
call it, willingly, if a little diplomacy is 
used, where they often require force and 
much coaxing to take medicine. 

The science of medicine has advanced be- 
yond the point where we look to it merely 
for cures. The twentieth century brings with 
it more appeals than ever for instruction in 
the prevention of diseases, and especially of 
those of the respiratory apparatus. If we 
teach the tailor how to avoid a crooked 
back, the factory girl how to expand her 
lungs and utilize what fresh air she occa- 
sionally gets; if we place in the hands of 
the masses a simple method of avoiding 
colds, etc., we will find our clinics smaller, 
but our humanity larger. 


THE USE OF THE SUPRARENAL CAP- 
SULE IN DISEASES OF THE LOWER 
AIR-PASSAGES; A PRELIMI- 

NARY REPORT. 

In the Medical Record of November 17, 
1900, FLOERSHEIM reaches the following con- 
clusions: 

1. Indications for suprarenal powder: The 
suprarenal powder is indicated in acute and 
chronic bronchitis, bronchiectasis, asthma, 
congestion and edema of the lungs, hemopty- 
sis, and in some cases of pulmonary tubercu- 
losis, especially in those associated with 
hemoptysis. 

2. Method of administration: The supra- 
renal powder was administered in the form of 
three-grain capsules on account of their con- 
venience. The powder isto be chewed with- 
out water, and then to be swallowed in a few 
moments. 

3. Rapidity of the action of suprarenal 
powder: The action became apparent in from 
two to fifteen minutes. 

4. Permanence of the action of suprarenal 
powder: In some cases the action of the su- 
prarenal powder was permanent, while in the 
majority of cases the action was temporary, 
continuing from ten minutes to six hours. 


THE DOSAGE OF DIPHTHERIA ANTI- 
TOXIN. 

An article in the British Medical Journal 
of November 10, 1900, tells us that it appears 
from inquiries which have recently been ad- 
dressed to the above named journal that 
the question of the dosage of diphtheria 
antitoxin is one which still presents difficul- 
ties to practitioners. Nor is this surprising. 

















In the first place the dosage of the serum 
remedies is based upon principles very differ- 
ent from those which hold in ordinary phar- 
macy; we have to deal with units instead of 
grains or minims. In the second place, in 
some parts of the country diphtheria is rare, 
so that a practitioner resident therein may 
have had no occasion to treat a single case 
since the introduction of the remedy into 
England in 1894. Consequently, the follow- 
ing remarks, based upon an experience of a 
very large number of cases extending over 
six years, may be found useful, and are 
offered in the hope that they may prove of 
service to some practitioner whose experience 
of the treatment of the disease since the in- 
troduction of antitoxin has been limited. 


In the first place, it must be pointed out - 


that it is impossible to give a fatal overdose 
of antitoxin; it is not like opium and strych- 
nine and such drugs, to the dose of which 
there is a definite limit. Why not, therefore, 
it may be asked, give a large dose straight 
away in every case, whatever its degree of 
severity? Against this there are three rea- 
sons: First, the volume to be injected is large 
with very big doses, which increases the dis- 
comfort at the ‘seat of injection, and is more 
likely than a small dose to give rise to the 
rash and febrile disturbance which is often 
met with a week or so later; secondly, the 
expense of the treatment is increased, espe- 
cially if, to lessen the volume, a concentrated 
serum be employed; thirdly, it is quite un- 
necessary to inject a large dose in a mild 
case. Even in the severe forms of the dis- 
ease there is a limit dose, to exceed which is 
merely to waste the material. Out of these 
considerations arise the questions, What is a 
mild case of diphtheria? and What are the 
minimum and maximum doses? 

In answering the first question in any given 
case the age of the patient is 8f the highest 
importance. Before the introduction of the 
antitoxin treatment half the patients under 
five years of age admitted to the hospitals of 
the Metropolitan Asylums Board died, and 
many of the remaining half narrowly escaped 
death. Diphtheria in children under five is an 
exceedingly serious disease; it is very serious 
up to ten (twenty-eight-per-cent mortality), 
and is still serious from ten to fifteen (ten-per- 
cent mortality). After that age it becomes less 
serious (four- or five-per-cent mortality) up to 
the age of forty, when it again rises. There- 
fore every child under fifteen should certainly 
be treated with antitoxin. Ifthe caseisa mild 
one—that is to say, if the exudation or mem- 
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brane is limited to a part of one or both ton- 
sils, and there is no nasal discharge or evi- 
dence of laryngeal implication; and further, 


if there is little or no glandular enlargement, . 


no albuminuria, and no obvious constitu- 
tional disturbance— then 2000 units should 
be injected. In such a case there is usually 
no necessity to repeat the dose; but if, as 
sometimes happens, the faucial condition 
gets worse, or constitutional symptoms ap- 
pear, the dose should be repeated within 
twenty-four hours. 

If the case is not a mild one—that is, if 
either of the tonsils is entirely covered with 
thick membrane, or the palate, the nasal 
passages, or larynx is attacked, or if there 
is enlargement of glands, fetor, increased 
frequency of pulse, albuminuria, pyrexia, and 
restlessness—then the dose should be from 
4000 to 10,000 units, according to the extent 
of the mucous membrane implicated or the 
acuteness of the constitutional symptoms. In 
any case a second injection should be made 
within twenty-four hours, half the initial dose 
being given if improvement is observed, the 
same as the initial dose if there be none. 
The writer believes that if any good is going 
to be done by antitoxin in a bad case of 
diphtheria, it will be accomplished by about 
16,000 (certainly by 20,000) units given within 
twenty-four hours. 

A severe case of diphtheria is nearly always 
one which has come under treatment late. 
Now and then one meets with cases in which 
the extension of membrane and absorption 
of toxins are so rapid that within twenty-four 
hours from the onset the patients show toxic 
symptoms. Such cases must be treated with 
8000 to 10,000 units at once. But usually 
for the first day the symptoms are slight, and 
if antitoxin be given at once, they will not 
become severe. Therefore, it is of the utmost 
importance to inject antitoxin early, and not 
wait to see whether the case will assume a 
severe form. 

Another argument for treating every case, 
however mild, in children with antitoxin is 
that one never knows whether the disease 
will spread to the larynx or not. This seri- 
ous development can certainly be avoided 
by a timely use of serum. 

In patients over fifteen very mild cases 
may be left without antitoxin—cases, that is 
to say, in which the exudation is small in 
amount and strictly limited to the tonsils. 
Should there be more extensive exudation, 
or constitutional symptoms, or albuminuria 
(which may be taken as evidence of toxemia), 
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the case should be treated with antitoxin, 
the dosage being the same as that recom- 
mended above for children; but the cases not 
treated should be carefully watched, and at 
any sign of progress on the part of the dis- 
ease antitoxin should be administered. The 
larynx is not implicated so often as in chil- 
dren; the first, and often the only, sign in 
adults is aphonia. 

When antitoxin is employed as a prophy- 
lactic, a dose of 600 units is sufficient. 

Antitoxin serum, if kept in a cool, dark 
place, will preserve its therapeutic properties 
for several months, but no attempt should be 
made to keep for future use the contents of 
a bottle that has been opened. 


THE TREATMENT OF THE PAROXYSMAL 
STAGE OF WHOOPING-COUGH. 


The British Medical Journal of November 
9, 1900, has in it an article by Gopson in 
which he reminds us that the following drugs 
have been mentioned as of service in the 
treatment of this disease: Alum, antipyrin, 
acetanilid, belladonna, bromides, cannabis 
indica, carbolic acid, chloral hydrate, creo- 
sote, lobelia, opium and its derivatives, phe- 
nacetine, quinine, etc. This list, on account 
of its prodigality, is confusing to the novice, 
and appears to show that there is a consider- 
able difference of opinion with regard to the 
correct treatment of pertussis. In the early 
months of the year Dr. Godson sent round a 
circular to a number of general practitioners 
in the hope of obtaining an answer to the 
following questions: Are all these drugs in 
actual use? Which drugs are considered 
to yield the best results? Which drugs are 
most frequently employed? 

An examination of the answers to this cir- 
cular furnished the following conclusions: 
The list of drugs is considerably diminished. 
Those commonly employed and chiefly de- 
pended upon are antipyrin, belladonna, bro- 
mides, carbolic acid, creosote, and opium; 
while as accessory and occasionally useful 
drugs are mentioned chloral hydrate, qui- 
nine, butyl-chloral-hydrate, etc. The anti- 
spasmodics are always combined with ex- 
pectorants, of which the alkalies are the 
greatest favorites. Inhalants appear to be 
in general use, the ones referred to being car- 
bolic acid, creosote, bromoform, and chloro- 
form. None of the other drugs in the first 
list have been employed by his correspond- 
ents. The relative popularity of the various 


drugs is as follows: Belladonna, 32 per cent; 


carbolic acid, 28 per cent; bromides, 20 per 
cent; creosote, 12 per cent; antipyrin, 6 per 
cent; opium, as paregoric, 2 per cent. These 
results, while not pretending to be authorita- 
tive or exhaustive, are interesting as coming 
from a good representative group of general 
practitioners. 

None of the answers he received were 
enthusiastic except from those who had used 
creosote. This remedy was strongly praised, 
It appears to have little effect when given 
internally, and must be used as a vapor. 
The results obtained are far more satisfactory 
when the inhalation is continuous than when 
it is intermittent. The simple and best 
method is to sprinkle the drug on a cloth, 
and hang the cloth in the nursery or sick- 
room to dry. In this way a highly impreg- 
nated air can be constantly supplied to the 
patient. Many other methods can be em- 
ployed, but none are so satisfactory as this. 
The inhalation appears to be free from danger 
except where the chest is full of moist sounds, 
in which case its effects should be carefully 
watched. 

The method of treatment Dr. Godson has 
found most satisfactory is the following: 
Commence at once with the continuous inha- 
lation of creosote. Clear the lungs of bron- 
chitis as much as possible before using any 
special internal antispasmodic remedies. In 
bronchopneumonia, however, belladonna ap- 
pears at once to do good. In all cases, if 
the chest is fairly clear, and the circulation 
good, antipyrin may be given in suitable 
doses. Expectorants should be combined 
with the antipyrin. Good air, warm clothing, 
light and wholesome food, are necessary in 
all cases. He has followed these rules for 
the last six years, and is quite satisfied with 
the results. The average length of time re- 
quired for cure in a variety of cases last year 
was 19.8 days, but these figures in no way 
represent the benefit derived from the creo- 
sote treatment. In every case the diminution 
in the number of paroxysms was so immediate 
that the patient willingly put up with the in- 
convenience of the smell of the drug for the 
sake of its manifest advantage. This in itself 
is a sufficient testimonial’ to the remedy to 
warrant its more extensive employment. 


SUPRARENAL GLAND EXTRACT AS A 
HEMOSTA TIC. 

GRUNBAUM writes as follows in the British 

Medical Journal of November 3, 1900. He 

tells us that somewhat more than eighteen 
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months ago he suggested the administration 
of suprarenal gland in cases of hemorrhage 
from the walls of the alimentary canal, a 
condition which makes itself evident as 
hematemesis or melena. 

The rationale of the treatment was based 
on Schafer’s observation that suprarenal ex- 
tract caused contraction of the plain muscle 
fibers of blood-vessels when applied locally 
and acted as an efficient hemostatic in epis- 
taxis, together with the result of a series of 
experiments which led him to the conclusion 
that administration of the gland by the mouth 
did not cause a rise of blood-pressure in nor- 
mal individuals. 

At that time he did not enter into detail 
as to the method of administration, nor the 
pathological conditions in which the exhibi- 
tion of the preparation would probably be 
followed by satisfactory results. 

Since many of the liquid extracts are robbed 
of their efficiency by time, one or two crushed 
five-grain tablets given by the mouth is the 
most satisfactory method of administration 
in hematemesis. 

The advantage of suprarenal extract over 
the more popular hemostatics lies in the fact 
that it acts in very dilute solution, and does 
not tend to combine with albumen and be- 
come inert, in a similar way to ferric chloride; 
it must, however, be borne in mind that it 
does not cause coagulation of blood, and 
therefore does not seal the bleeding points 
with clot. 

In hematemesis the most rational method 
of using iron is by administering one large 
dose, since some of it will combine with the 
blood already shed into the stomach, and an 
excess is required to cause coagulation of 
the blood oozing from the vessels and thus 
seal them. The correct administration of 
suprarenal extract in the same pathological 
condition offers considerable contrast; small 
doses may be given, since the drug acts in 
very dilute solution, but the dose must be re- 
peated at short intervals, for only while the 
vessel wall is under the action of the extract 
will it remain contracted; coagulation of 
blood is not accelerated. 

Practice substantiates theory, for in cases 
where suprarenal extract has been adminis- 
tered temporary cessation of bleeding has 
occurred, but often recurrence of hemorrhage 
has ensued after several hours, when no rep- 
etition of the dose has been ordered. 

Hemorrhage from a small artery is more 
likely to be efficiently controlled than capil- 
lary oozing from a hyperemic mucous mem- 


brane. It is no easy matter to foretell whether 
its exhibition in typhoid ulceration and hem- 
orrhage would be followed by satisfactory 
results, since it is questionable whether the 
extract would reach the site of the ulcer in a 
potent form. The writer has not had oppor- 
tunity of making practical observations. 

Two or three tablets crushed and mixed 
with a few ounces of water and injected into 
the rectum is the most satisfactory method 
of applying the remedy in hemorrhage from 
that viscus. A sterile extract is not irritating, 
and may be used to wash out the bladder 
when bleeding occurs from that organ; it 
may also with advantage be added to the 
water used as a uterine douche in cases of 
postpartum hemorrhage. 

If we accept the theory that congenital 
hypoplasia of the vessel walls is associated 
with hemophilia, we should not expect that 
in this pathological condition suprarenal ex- 
tract would be followed by satisfactory 
results. In no single instance in which this 
condition has been treated with this drug has 
Griinbaum been able to satisfy himself that 
benefit has accrued. 


THE QUANTITY OF DIPHTHERIA ANTI- 
TOXIN REQUIRED IN THE TREAT- 
MENT OF DIPHTHERIA. 


ParK writes in the Archives of Pediatrics 
for November, 1g0o0, upon this theme, and in 
summing up the results of the study of ninety- 
three cases, he says that the local condition 
in the moderately and markedly severe cases 
did not clear up as rapidly with rooo as with 
2000 units, and in two or three cases he be- 
lieves that death would have possibly been 
avoided by larger doses. He believes also 
that in several of the 2000-units cases better 
results would have been obtained by larger 
doses of from 3000 to 5000. 

So far as the frequency of the complica- 
tions and their severity are concerned, they 
did not differ appreciably in the two series. 
Very large and repeated doses of antitoxin 
do, in his opinion, increase somewhat the 
liability to the serum complications, but from 
his own observation, and from the observa- 
tions of Dr. McCollom, he thinks it correct 
to say that the increase in the serum effects 
from very large doses is much less than most 
believe. 

At the hospital they have tried two other 
experiments which are worth recording here. 
In the first they gave every alternate case 
from 2000 to 6000 units, according to the 
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severity of the disease. The other half re- 
ceived just double that amount. Park does 
not think any of them saw any difference in 
the outcome of the two series of cases. In 
the second experiment, in order to test a 
new remedy, no antitoxin was given to one- 
half of the cases for six weeks. The results 
were so bad in a considerable number of 
those not receiving antitoxin that they were 
all put back on the ‘antitoxin treatment. 
From these experiments and from his ob- 
servation of other cases in both hospital 
and private practice, he has been led to 
adopt the following dosage: Very mild 
cases, 1000 to 1500 units for the first dose; 
moderately severe cases, 2000 to 3000 units; 
very severe Cases, 4000 to 5000 units; laryn- 
geal cases, according to their severity, 2000 
to 5000 units. For children under one year 
he would give about one-third less than for 
older children and adults. He believes the 
condition of the throat as to swelling, extent 
and nature of the membrane, etc., to be a 
better guide to antitoxin dosage than the 
general condition of the patient. The dura- 
tion of the disease influences the curative 
power of the antitoxin rather than the 
dosage. 

If at the end of twelve hours after the 
injection the inflammation is advancing, or 
if at the end of eighteen hours the inflamma- 
tion has not clearly begun to subside, as 
shown by lessened congestion and swelling, 
Park believes a second dose of antitoxin 
should be injected. In a very few cases a 
third dose is required at the end of twenty- 
four or thirty-six hours. For the broncho- 
pneumonia and sepsis complicating some of 
the worst cases, antitoxin is generally of no 
avail. Although he cannot agree with Dr. 
McCollom in regard to the necessity of from 
40,000 to 60,000 units in the very bad cases, 
nevertheless his results certainly encourage 
us to give all the antitoxin that we think 
indicated. It is better to give too much 
rather than too little. He thinks he is cor- 
rect in saying that it is the opinion of the 
visiting physicians at the hospital that mod- 
erate doses accomplish as good results as 
very large ones. 


THE TREATMENT OF DIPHTHERIA AT 
THE BOSTON CITY HOSPITAL. 


Josuin contributes the following summary 
of facts to the Boston Medical and Surgical 
Journal of November 8, 1900. He states that 
during the last hospital year, ending Feb- 


ruary 1, 1900, there were treated at the 
Boston City Hospital fifty-five per cent of 
all the recognized cases of diphtheria in Bos- 
ton. The number of cases was 1813, and of 
this number there were 180 deaths, or a mor- 
tality of ten per cent. Eliminating the deaths 
which occurred within twenty-four hours after 
entrance, the mortality falls to about seven 
per cent. Such a brilliant record leads to 
the question, By what means were such suc- 
cessful results obtained? And that he might 
answer this question, he has been so fortunate 
as to secure from Dr. McCollom, of the South 
Department, an outline of his views on the 
treatment of diphtheria at the present time; 
and as his experience this last year has been 
greater than that of all the other members of 
the medical profession in the city combined, 
the importance of his conclusions becomes 
apparent. 

In the first place, Dr. McCollom, and his 
assistant, Dr. Burroughs, are thorough be- 
lievers in antitoxin. And this belief is based 
not only on the steady decline of the diph- 
theria mortality at the hospital, but on their 
experience with the disease among the doc- 
tors, nurses, and employees of the institution. 
Of 100 consecutive cases of diphtheria (clin- 
ical as well as bacteriological) occurring at 
the hospital among the doctors, nurses, and 
employees, there has not been a single death! 
With this the case, Dr. McCollom’s statement 
that the doctors prefer diphtheria to scarlet 
fever excites no wonder, and Dr. Burroughs’s 
story of the house officer who was disgusted 
and disappointed because Klebs - Loeffler 
bacilli were not found in his sore throat is 
readily understood. For as the young doctor 
said, “‘If they were there you could do some- 
thing for me; as it is there is nothing left but 
to bear it.” 

In the second place, Dr. McCollom feels sure 
that the importance of giving large doses of 
antitoxin is not fully appreciated. Two years 
ago 800 consecutive cases of diphtheria at 
the hospital were analyzed, and the mor- 
tality was fifteen per cent. A short time 
ago another series of 800 consecutive cases 
treated with enormous doses was studied, 
and the death-rate proved to be ten per 
cent. As Dr. McCollom pertinently re- 
marks, no hard and fast rule can be laid 
down with the dosage of antitoxin any more 
than with potassium iodide. You give the 
latter until you get the effect, and so you 
must do with antitoxin. It must be admin- 
istered until the characteristic result upon the 
diphtheritic membrane has been obtained. 











REPORTS ON THERAPEUTIC PROGRESS. 47 


But it is particularly in those severe cases 
which come to intubation or tracheotomy 
that the advantages of large doses are seen. 
In the early days the child would do perfectly 
well for twenty-four or forty-eight hours, 
when a discharge of thick, tenacious mucus 
would appear, and the child would then 
gradually die from the extension of the 
process. This tough, tenacious mucus, by 
the way, is positively indicative that the 
membrane is extending. In these cases the 
mortality before antitoxin was given was 
eighty-seven per cent; during the first year 
of antitoxin it fell to forty-six per cent; but 
this last year, during which the large doses 
have been given, it has fallen to thirty-two 
per cent. 

No case of diphtheria should be considered 
hopeless, and it hasbeen interesting to the 
writer to note how much more strongly both 
Dr. McCollom and Dr. Burroughs insist on 
this point now than they did at his earlier 
visit six months ago. Cases come to the 
hospital practically dead—the child has 
ceased to breathe, and there is no heart- 
beat, yet some finally recover. 

And it seems probable that the reason that 
the Boston City Hospital’s statistics are bet- 
ter than those of another institution just pub- 
lished lies in the fact that these severe cases 
are saved by the large doses. It-is idle to 
conclude that there is any great difference 
in the type of cases entering the two institu- 
tions, for this is not probable. Both the hos- 
pitals alike undoubtedly get the worst cases 
in the community, but here the mortality is 
ten per cent, there twenty-four per cent. 

Various factors have tended to make the 
customary dose of antitoxin small. There is 
the question of expense, and this is certainly 
a cold, hard fact. Then there is the bacteri- 
ologist, who with comparatively few units 
neutralizes the power of half a cubic centime- 
ter of toxin. “But who knows how much 
toxin is being formed under a diphtheritic 
patch on a tonsil? Who knows how much 
toxin there is along the course of this cast, 
just coughed up by a patient, which extended 
throughout the trachea, the large bronchi, 
and many of the smaller?” A third pro- 
test against large doses of antitoxin comes 
from the doctor in general private practice. 
But his conclusions have nothing to do with 
hospital practice. In the former instance the 
cases are often mild, are seen early; and need 
comparatively little antitoxin anyway; in 
the hospital conditions are different. Finally, 
danger of an overdose sometimes deters the 


doctor from injecting large amounts. It 
should not. ‘You can’t supersaturate with 
antitoxin! If there is one thing which the 
history of the Boston City Hospital has 
shown, it is this—that no harm results from 
antitoxin. Urticaria may develop, it is true, 
but it is no worse after large than small 
doses.” 

In a severe case Dr. McCollom gives 4000 
units atonce. Thisis repeated every four to 
six hours until the patient begins to improve. 
Children under five receive 3000 units, but 
above that age 4000. To one man critically 
ill 8000 units was given at one time. The 
man recovered. 

The mortality from diphtheria at the Bus- 
ton City Hospital before 1895 varied for a 
series of years from fifty to forty-six per 
cent. At the South Department two years 
ago it had fallen to twelve per cent; last 
year it was ten per cent. As a result of his 
experience with more than 6000 cases of diph- 
theria, Dr. McCollom recommends the use of 
large doses of antitoxin. 


A CASE OF CONTRACTING SCAR OF THE 
PALM OF THE HAND REMEDIED 
BY A FLAP FROM THE 
ABDOMEN. 


BriccGs (Boston Medical and Surgical Jour- 
nal, October, 1900) was consulted by a patient 
who, because of a cicatrix in the palm of her 
hand as a result of a severe burn, was inca- 
pacitated for work. The only motion pos- 
sessed by the hand was between the flexed 
thumb and the second finger, and this was 
extremely lintited. Moreover, the cicatricial 
tissue was delicate and’ caused pain and dis- 
comfort, since it readily fissured and became 
abraded. The entire palmar surface of the 
hand was composed of a cicatrix. This was 
wholly dissected off, cutting away the super- 
ficial fascia and freeing the ring and little 
fingers. All the adhesions were removed, 
allowing free motion of the tendons below, 
which were nowhere adherent. The outline 
of this denudation, which was covered by a 
firm compress and bandage, was then marked 
over the left side of the abdomen just below 
the sternum with its base on the median line. 
A flap somewhat larger than this outline was 
dissected out with the exception of a broad 
pedicle running vertically along the median 
line. This flap was turned over, thus having 
its cut surface upward. Bleeding was checked, 
the compress was removed from the denuded 
palm, the two raw surfaces were laid together 
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and secured by suture. A corrosive dressing 
was placed between the forearm and the open 
wound left by the removal of the flap, a sec- 
ond dressing was placed under the fingers, 
and the whole combined seat of operation 
was covered with a large sterilized dressing. 
The hand was held in position by long strips 
of adhesive plaster carried around the elbow 
and the body, the whole being encased in a 
Velpeau bandage. 

Fourteen days later the pedicle was cut free 
from the abdomen, the edge of the flap being 
then stitched to the corresponding edge of 
the palmar wound. The new palm united 
rapidly and firmly, but was at first thick and 
unsightly, preventing complete closure of the 
hand. This thickness gradually disappeared. 
Sensation was present from the first and 
gradually returned until finally it became 
fully normal. The function of the hand was 
completely restored. 


ANTITOXIN TREATMENT OF TETANUS. 


As a result of a careful study of this sub- 
ject, Moscucow!1z (Annals of Surgery, Octo- 
ber, 1900) appends the following résumé to 
his paper: 

All forms of tetanus are caused by the ba- 
cillus of Nicolaier; hence the diagnosis rheu- 
matic or idiopathic should have no room in 
our nosology. 

The tetanus toxins appear to have a dis- 
tinct affinity for the anterior horns of the 
spinal cord, which may be distinctly recog- 
nized by Nissl’s method of staining. The 
cerebrospinal fluid of tetanus patients is 
more toxic than the blood. 

The antitoxin therapy appears to have a 
distinct beneficial influence upon the course 
of tetanus. 

With the antitoxin treatment the mortality 
percentage has been reduced from about 
ninety to forty per cent. 

Although the use of the serum is a most 
important factor in the treatment of tetanus, 
the other recognized therapeutic measures 
should not be neglected. 


SURGICAL TREATMENT OF PRIMARY 
RENAL TUBERCULOSIS. 


Ramsay (Annals of Surgery, October, 1900) 
states that the treatment of primary renal 
tuberculosis has now become almost entirely 
surgical, and that this form of treatment can, 
under favoring circumstances, accomplish a 
final and lasting cure. He regards the tuber- 


cular inflammation as semimalignant in char- 
acter; the same rules should be laid down as 
for the treatment of malignant growths—early 
and complete removal of the infected tissue. 

Nephrotomy is regarded as a palliative 
measure applicable to the relief of acute 
symptoms. 

Partial nephrectomy is considered inade- 
quate, total excision being the operation of 
choice. Primary nephrectomy is indicated 
in all cases in which one kidney alone is dis- 
eased; though this must be qualified by 
stating that there must be no discoverable 
tubercular foci in any other important organ 
save the bladder or ureter of the same side. 
As another possible exception to this rule 
may be classed the cases in which a small 
tubercular area in one lung has been demon- 
strated, the tissue being otherwise in good 
condition. 

The extraperitoneal route is the safest 
one for operation, a rib being resected in 
case more room is needed, or auxiliary in- 
cisions being made. Ramsay states that the 
persistent fistula which often follows in so 
many cases of nephrectomy for tuberculosis 
may be due to the ureter left im situ. He 
advises the removal of this canal. 

In the statistical study Ramsay notes that 
nephrotomy was done in fifty-five cases, 
complete recovery being claimed in but four 
of these. Fifteen died within the first month 
after operation; twenty-two died at a later 
period, varying between two and a half 
months and three years. 

Of 191 cases of primary nephrectomies, 
106 are noted as being followed by a com- 
plete cure lasting from one month to twelve 
years; thirty-one were improved by the 
operation; thirty-seven died within one 
month after the operation; and seventeen 
died at a period laterthan one month. The 
duration of the cure varied from a period of 
two months after operation to a period of 
two years; of these 106 reported cures, how- 
ever, only twenty-five have remained cured 
over two years. Among the thirty-seven 
patients dying within one month, fourteen 
did not survive longer than forty-eight 
hours; the remaining twenty-three living 
from forty-eight hours to twenty - three 
days. The comparatively small number of 
deaths at a later period than one month 
seems to show that the prognosis for final 
cure is extremely good after the immediate 
results of the operation are over. 

Of forty-nine cases of primary nephrotomy 
followed at a later period by nephrectomy, 











twenty-three are classed as cures; eighteen 
died within one month or at a later period; 
seven were improved; one was not improved. 
The duration of cure varied from one month 
to seven years. Of the eighteen deaths, eleven 
took place in one month. 

Ramsay as a result of his study of this 
subject formulates the following conclusions: 

That renal tuberculosis may be classed as 
a semimalignant form of inflammation, and 
that for this reason treatment of some sort is 
always indicated. 

That this surgical treatment will have a 
palliative or a curative end in view, depend- 
ing on the condition of the patient and the 
duration and extent of the disease. 

That nephrotomy in renal tuberculosis is 
to be classed as a palliative; and that as a 
palliative operation for the immediate relief 
of dangerous symptoms, and as not preclu- 
ding a later nephrectomy, nephrotomy with 
drainage of the abscess cavity is most 
valuable. 

That resection of the diseased part of the 
kidney is contraindicated in renal tubercu- 
losis because of the danger of leaving a 
tubercular focus in the portion left in the 
body. 

That nephrectomy or nephroureterectomy 
is indicated in every suitable case, and in suit- 
able cases should be followed by a lasting 
cure in 55.5 per cent of the cases. 

That the indications against nephrectomy 
are tubercular or other disease of the second 
kidney, or tubercular foci in other organs. 

That tuberculosis of the bladder is not to 
be considered a contraindication to nephrec- 
tomy, as it will probably heal later. 

That a small tubercular focus in the lung, 
if the patient is otherwise in good condition, 
may sometimes not be considered a contra- 
indication. 

That in doubtful cases, when it is ques- 
tionable whether the patient can stand an 
immediate nephrectomy, it is better to do a 
nephrotomy, following it later by a nephrec- 
tomy. 

That the clamp method of controlling the 
pedicle is contraindicated from the danger of 
hemorrhage after the removal of the clamp. 

That it is safest to remove the ureter with 
the kidney, as a persistent fistula may give 
trouble if it be allowed to remain in the 
body. 

That a certain proportion of these fistule 
will finally disappear, either after the removal 
of a deep suture, or because of the slow dis- 
appearance of the tubercular disease in the 
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ureter, which in these cases gradually changes 
into a fibrous cord. 

That we may expect a steadily increasing 
number of final cures as our means of diag- 
nosis improve, and as our surgical technique 
is carried out more carefully and scientific- 
ally. 


4A STUDY OF ONE THOUSAND OPER- 
ATIONS FOR ACUTE INTESTINAL 
OBSTRUCTION AND GAN- 
GRENOUS HERNIA. 


Gipson (Annals of Surgery, No. 4, 1900) 
has collected his material for this paper from 
publications of cases operated on between 
1888 and 1898. His cases were all acute and 
include 354 cases of hernia, 187 cases of 
intussusception, 186 cases of bands, 121 
cases of volvulus, 42 cases of Meckel’s 
diverticulum, 40 cases of gall-stones, 34 
cases of openings, 16 cases of foreign bodies, 
and 20 miscellaneous cases. The mortality 
is greatest from obstruction due to strangu- 
lation, through openings such as the foramen 
Winslow; it reached sixty-seven per cent. 

Gibson appends the following summary to 
his paper: 

The most frequent causes of intestinal 
obstruction are intussusception and bands. 
The mortality is forty-seven per cent. The 
mortality of resection is seventy-four per 
cent. 

The mortality of artificial anus is seventy- 
seven per cent. The mortality depends upon 
the duration of the obstruction and on its 
nature, being least in foreign bodies, inflict- 
ing little or no damage to the intestine 
(twenty-five per cent), and most in such 
conditions as produce a tight constriction, as 
“openings” (sixty-seven per cent). 

The mortality of hernia is thirty-four per 
cent. The proportion of female herniz is 
fifty-nine per cent. The ratio of mortality 
of inguinal herniz to femoral is as three to 
four. The mortality of resection and primary 
enterorrhaphy is twenty-six per cent. The 
mortality of artificial anus is fifty-three per 
cent. 

In resection and primary reunion by suture, 
the mortality is thirty-eight per cent. In re- 
section and primary reunion by apparatus 
(including Murphy button), the mortality is 
thirty-six per cent. In resection and primary 
reunion by Murphy button, the mortality is 
thirty per cent. A large proportion of deaths 
are due to failure of technique, such as re- 
moval of too little intestine or imperfect 
suture. At least thirteen per cent of resec- 
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tions are attended with defects of technique, 
either resulting fatally or in the formation of 
intestinal fistule. 

The mortality is lowest in internal obstruc- 
tion, such as a foreign body, and highest in 
obstruction by an unyielding constriction, 
such as a band, and lower in hernia than in 
internal obstruction, chiefly because the sur- 
face exposed to absorption is less. The chief 
sources of mortality are: The desperate 
character of the majority of the cases; fail- 
ure to establish the opening above the site 
of constriction; failure to provide for the 
relief of absorption from gangrenous changes 
in the intestine, death often necessarily oc- 
curring on this account, although the obstruc- 
tion is perfectly overcome. 

Prominent among the drawbacks of arti- 
ficial anus is the fact that it must subsequently 
be repaired; for in most cases there is no 
tendency to spontaneous closure, while minor 
plastic operations are rarely efficient. Formal 
liberation of the intestine and secondary re- 
section is usually an exceedingly difficult 
operation, as is evident by its mortality: after 
intestinal operation, forty-three per cent; 
after gangrenous hernia, twenty-seven per 
cent; average, thirty per cent. 

The causes of death after operation fall 
into three main groups: 

1. From causes inherent to the condition 
and little amenable to treatment—such as 
shock and preexisting peritonitis—these 
causes accounting for the majority of fatali- 
ties. Improvement can only be hoped for by 
earlier recognition of the condition, thereby 
securing the performance of operative relief 
before the severer changes take place. 

2, From causes depending chiefly on the 
nature and the details of the operation, such 
as failure to relieve obstruction and defects 
in technique, or failure to take account of 
the conditions to be dealt with. 

3. On intercurrent conditions. 

The most essential feature in the prognosis 
is the duration of the obstruction. In early 
interference there is generally only one con- 
dition to be fulfilled—removal of the obstruc- 
tion. With long continuance of this condi- 
tion, secondary changes of the greatest 
gravity supervene, requiring for their relief 
measures of great extent and difficulty. 

The nature of the obstruction is the next 
important factor, acting in the same way as 
in the first instance as to changes in the in- 
testinal walls, the prognosis being best in 
internal obstruction, and worst in tight ex- 
ternal constrictions. 


ANEURISM OF THE AORTA TREATED 
BY THE INSERTION OF A PERMA- 
NENT WIRE AND GALVANISM. 


HunNNER (Bulletin of the Johns Hopkins 
Hospital, vol. xi, No. 116, 1900) reports five 
cases of aortic aneurism treated in this way. 
He states that in the preparation for an op- 
eration the surgeon should experiment before- 
hand with his needles, wire, and electrical 
apparatus, to find which he can manage with 
the greatest facility and effectiveness. Within 
limits the needle should be large enough for 
the easy passage of the wire. As to insula- 
tion, the needle should be covered from the 
shoulder to within one centimeter of the 
point with some non-conducting material, 
so that the electrical current will not be 
dissipated when the needle passes through 
the sac wall. Hunner coats his needles with 
a black varnish or lacquer—best French lac- 
quer, made by Behlen & Bro., New York. 
These needles are best sterilized in a dry- 
air chamber. One-half dozen of various 
sizes and lengths are lacquered, placed in 
a test-tube, corked with cotton, and kept 
in a hot-air chamber for an hour at a tem- 
perature of 160° C. 

In selecting wire one considers the amount 
to be used, its size, and its composition. The 
recognition of a few general principles will 
aid in its selection. The disposition of the 
wire in the lumen of the sac is an important 
factor in the amount and effectiveness of the 
fibrin whipped out. A small quantity of fine 
wire possessing a good spring should be se- 
lected. Cure of the aneurism demands as 
complete contraction as possible of the sac 
wall upon the clot formed at or soon after 
the operation. The wire should be of such 
amount and material as not to interfere 
seriously with this contraction. The cor- 
rosion of the wire by the electric current 
makes a rough surface very conducive to 
the rapid whipping out of fibrin. Within 
limits the wire most easily corroded is to 
be preferred. 

After considerable experimenting in con- 
junction with Mr. Frank Persohn, who makes 
the wire used in the hospital surgical work, 
Hunner states that they found a silver alloy, 
highly drawn, to be quite ideal. It is more 
pliant than steel, thus minimizing the danger 
of puncture should the end come in contact 
with the thin aneurismal wall. It has more 
body than the pure silver of,equal drawing, 
and is therefore more easily passed into the 
needle without kinking. It corrodes much 


more than steel, thus forming a rougher sur- 














face for the whipping out of fibrin. The 
author believes, however, that the fibrin 
formation is far more a chemical than a 
mechanical process; and silver being one of 
the least resistant of all metals to the electric 
current, it transmits more of a given current 
for action on the blood. 

With regard to electrical apparatus Hun- 
ner states that he has found the galvanic bat- 
tery of the Baltimore Chloride of Silver Dry 
Cell Battery Company a compact, simple, 
and effective instrument. It rests on a small 
table near the anesthetist, and by means of 
its insulated conducting cords is connected, 
the positive pole to a long end of the wire 
from the aneurismal sac, the negative pole to 
a metal plate at the back. This plate should 
be well covered with several layers of towel 
kept moist throughout the operation. 

Never should the sac receive both poles, 
nor should the current be so passed that the 
negative electrode is in the sac. Duncan, 
and later Stevenson, have shown that about 
the negative pole there accumulates a yellow, 
friable, alkaline mass composed to a great 
extent of gas bubbles which very quickly 
break down; while about the positive pole 
the clot is smaller, firmer, and darker in 
color, and has an acid reaction. 

In thoracic aneurism one of the greatest 
claims of this method over that of distal 
ligation is the fact that the patient does not 
require an anesthetic. This is particularly 
advantageous in cases of dyspnea and bron- 
chitis from pressure on the trachea. Locally 
cocaine or ethyl chloride may be used. 
Usually the needle is inserted where the sac 
wall seems nearest the exterior surface. If 
there be more than one point of bulging, and 
it be suspected that a multilocular or very 
large sac is being dealt with, it would be ad- 
visable, as suggested by Stewart, to pass 
wires at more than one point and attach the 
positive pole to each. The needle should be 
inserted as nearly as possible with the direc- 
tion of the entering current and away from 
the mouth of the sac. If a kink occur after 
some wire is in, one inserts another needle, 
and after passing the required amount of 
wire, both wires are attached to the positive 
pole. 

For the abdominal cases make the usual 
preparations for celiotomy. Be particularly 
careful to clear the intestines in order to have 
the field of operation as free as possible. The 
method of exposure of the sac will have to 
be determined for the different organs, the 
adhesions present, the directions in each case 
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according to the position of the sac, its rela- 
tions to which the needle should be passed, 
and other contingencies that arise after open- 
ing the peritoneal cavity. 

One of the greatest dangers in this pro- 
cedure, especially in the large multilocular 
aneurisms, is the development and rupture of 
a secondary sac due to the rapid filling of 
the main sac by coagulum and the shunting 
of the blood-stream against a portion not re- 
ceiving a special strain before. 

The chances of a loop of wire entering the 
aorta seem less than one would a priori sup- 
pose. Moore expresses surprise that in his 
case, with large openings in the second and 
third interspaces connecting the extra- and 
intrathoracic sacs, no wire entered the inner 
case. The accident has occurred in three 
cases upon which autopsy has been held. 

One would suppose that a loop of wire in 
the aorta would whip out fibrin and present 
a menace in the form of emboli, but nothing 
is said of fibrin in any of these cases, while 
in the large fusiform aneurism of Kerr, where 
electricity was used, there was found a firm 
clot around the wire and on the walls. The 
wire had taken a position in the anterior por- 
tion of the sac, and may have been out of 
the direct aortic current. In Stewart’s third 
case there was no clot about the wire, which 
had been in the fusiform aortic dilatation five 
days. While clinical experience shows that 
wire without galvanism will collect fibrin in 
the lessened current of a sac, it is probable 
that it will not do so in the active aortic 
current. 

Another danger is that of emboli breaking 
from the sac wall during or after the inser- 
tion of the wire. 

Litten by his clinical and experimental re- 
search demonstrates that sudden closure of 
the superior mesenteric artery can have but 
one result, namely, hemorrhagic infarct from 
the lower end of the duodenum to the 
middle of the transverse colon. 

Loreta suggests the danger, in abdomina 
aneurism, of the sac giving way when the 
abdomen is opened, and the support of the 
abdominal walls thus removed. 

Failure might result, particularly in aneu- 
rism of the thorax, because of the presence 
of a double sac, both intrathoracic, or one 
intrathoracic and one outside the ribs; or 
one might successfully treat a saccular dila- 
tation of the aorta, and still be confronted 
by a failure because of the presence of a 
fusiform aneurism. 

With Moore’s method of wire alone four- 
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teen cases have been treated, eight thoracic 
and six abdominal. Two of these cases of 
abdominal aneurism resulted in cure. In all 
but four of these cases it is definitely stated 
that the patients were in a desperate condi- 
tion, and it is a matter of speculation how 
much death, occurring in from one day to 
one month after operation, was hastened. 
Autopsy was held in nine cases, and in all 
the effect of the wire in whipping out fibrin 
was marked. 

With the combined method (Moore - Cor- 
radi) there have been twenty-three cases, 
seventeen thoracic and six abdominal. Four 
of these, or seventeen per cent, three tho- 
racic and one abdominal, were cured. 

Nine cases, or thirty-nine per cent, attest 
the value of the operation by amelioration of 
symptoms and prolongation of life. 

Clinical and post-mortem evidence points 
to the efficacy of this method. Its great 
drawback is the difficulty of accurate diag- 
nosis. If one considers that none of these 
patients were picked as being favorable for 
operation, but, on the contrary, that they 
were almost without exception considered 
hopeless cases, we are forced to give the 
method careful consideration. The fact 
that the method is still in its infancy, and 
in many instances most crudely applied, 
makes the record still more impressive. 


THREE CASES. OF GASTROTOMY FOR 
HEMATEMESIS. 

MouLiin (Zhe Lancet, No. 4025, 1900) 
operated on a woman forty-two years old 
who had suffered from a recurrent hemate- 
mesis for six years, associated with symp- 
toms of gastric ulcer. Medical treatment 
failed to relieve her symptoms materially, 
therefore she was subjected to median sec- 
tion. On opening the stomach two small 
superficial ulcers were discovered on the 
posterior wall nearer the cardiac end than 
the pylorus. They bled freely when touched. 
Silk ligatures were passed in two directions 
underneath these ulcers by means of a 
curved needle and tied so as to strangulate 
the base. Recovery was uneventful, except 
for persistence in vomiting, which continued 
for about ten days. The patient was dis- 
charged cured. 

The second patient had been vomiting 
blood profusely for four days, and also the 
motions were black. There was no history 
pointing to gastric ulcer. On opening the 


stomach one very small bleeding point was 


found on the posterior point near the pylorus. 
It could scarcely be called an ulcer, but as 
the edges were ecchymosed and blood could 
be seen oozing from it, it was sutured in the 
way already described. This patient was 
discharged cured in four weeks. 

* The third patient, a man forty-two years 
old, suffered from hematemesis and melena. 
An exploratory laparotomy was performed 
with the hope of determining the presence or 
absence of malignant growth. Nothing was 
found, and the abdomen was closed. On re- 
covering from the anesthetic the patient began 
to vomit blood. This continued during the 
night. On the following day the abdomen 
was reopened, and the interior of the stomach 
carefully explored. For a long time the 
source of bleeding could not be found; but 
at last on introducing a vaginal speculum a 
large irregular surface upward of one and a 
half inches in length was found at the cardiac 
end. From this blood was pouring freely. 
The edges were well defined but not steep. 
An attempt to ligature the tissues of the base 
by means .of silk sutures passed from the 
mucous surface simply made the bleeding 
worse. The ulcerated portion of the stomach 
wall was, therefore, invaginated through the 
operation wound made in the anterior sur- 
face of the organ, and a ligature was tied as 
tightly as possible around the base of this 
invaginated cone. Three Lembert sutures 
were inserted across the puckered spot on 
the serous surface to safeguard it when the 
strangulated portion came away. This pa- 
tient also recovered. 

It must be remembered in performing these 
operations that it may be impossible to find 
the ulcer; indeed, there are records of fatal 
hematemesis in which no lesion could be 
found post mortem. 


THE PROPHYLAXIS OF CANCER. 


BEHLA (Deutsche Medizinal- Zeitung, No. 45, 
1900) notes that the outlook has not changed 
since Bardleben said twenty-five years ago 
that prophylaxis against cancer could not be 
found. However, Behla thinks the following 
points worthy of attention: From various 
researches about the supposed cause of can- 
cer, suspicion has been thrown upon the water 
in stagnant pools, ponds, and ditches which 
are surrounded by wood or bushes on their 
banks; and this may with great probability 
be regarded as the bearer of the cancer germ. 
In such cases where endemic cancer is pres- 
ent it is desirable that such water should not 
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be used for drinking, unless it be boiled, nor 
should it be used unless boiled for household 
purposes—washing tables, eating- and drink- 
ing-vessels—or to water the garden and field 
beds. Cancer may also be derived from 
vegetables, so that salads and raw vegetables 
must not be washed with such water. To 
the use of salad, raw vegetables, fruit, ber- 
ries, a greater hygienic attention must be 
paid. The baskets, sacks, etc., in which 
fruit is stored are often kept in damp, un- 
clean rooms, cellars, outhouses, etc., where 
mold is prevalent. There is still a blot on 
the hygiene of foods, for whilst with water, 
meat, and milk the best sanitary measures 
prevail, the gate is wide open to infection 
from raw vegetables and fruit. 

Behla thinks heredity undoubtedly plays 
an important rdéle in the etiology of carci- 
noma. He also blames marriage between 
near relations. Infection may be conveyed 
by the secretions, discharges, blood, etc., 
from cancer by means of fingers, instru- 
ments, pipes, drinking - vessels, etc. 

The author bases his conviction on fre- 
quent outbreaks of cancer which cannot be 
accidental; and he considers that the cancer 
germ resides in the house or in its near 
neighborhood, and that it will be eventually 
shown to be a plant fungus, and that then 
cancer will become a preventable disease. 


LAPAROTOMY IN CONTUSIONS OF THE 
LIVER. 


GossET (Gazette des Hopitaux, Aug. 2, 1900; 
quoted in the Quarterly Medical Journal, No- 
vember, 1900) reports two cases of wound of 
the liver caused by a kick from a horse. In 
the one case, after laparotomy, there was 
found a wound of the inferior surface of the 
liver. A gauze drainage was placed in this 
wound. The patient recovered. The signs 
in this case were the trace of a horseshoe on 
the abdominal wall, contraction of the whole 
abdominal wall, especially on the right side, 
acute pain in the right hypochondrium, and 
dulness in the right iliac fossa. The diag- 
nosis was intraperitoneal hemorrhage. 

In the second case there was very marked 
syncope, pain in the whole upper part of the 
abdomen, especially above the umbilicus. 
On percussion, dulness in the right iliac fossa 
and resonance over the rest of the abdomen. 
Laparotomy was done, and a large quantity 
of blood was evacuated. Several rents in the 
liver were found on the inferior surface of 
the organ, but they did not appear sufficient 


to account for the hemorrhage. The anterior 
surface appeared normal. Some gelatin so-— 
lution, prepared beforehand, was placed on 
the tears, and pieces of gauze passed down 
and brought out of the wound. The patient 
died fourteen hours after the operation, and 
there was blood escaping from the wound. 
The post-mortem showed an abundant bloody 
effusion. The abdominal organs were healthy 
except the liver. On the inferior surface 
there was only what had been seen at the 
operation; but on the superior surface there 
were much more important lesions which had 
been missed at the operation. The anterior 
third was intact, but the posterior two-thirds 
was traversed by nine anteroposterior fissures 
varying in length from 1 to 3% inches, some 
of which were as much as 3% of an inch in 
depth. The author draws attention to the 
value of contraction of the abdominal wall 
in contusions of the abdomen. He says 
Hartmann notes the value of this sign, and 
states that whenever this has been present 
he has never regretted performing laparot- 
omy, and that he has always found visceral 
lesions present. Abstention in its absence 
has also been justified. 

In order to make no mistakes one must 
proceed methodically and very gently; the 
patient must be quieted, and made to breathe 
easily with the mouth open; then one must 
place the flat hand on the abdominal surface 
and press it dewn slowly and progressively. 
When there is no lesion deep pressure is pos- 
sible. In the arrest of arterial bleeding 
forceps suffice, but a gauze tampon, left in 
from two to three days, will always be found 
to arrest oozing. 


THE RELIEF OF PROSTATIC ENLARGE- 
MENT. 

BissELL (Medical Record, Nov. 10, 1900), 
after a discussion of the various palliative and 
radical treatments adopted for the relief of 
prostatic enlargement, thus describes the 
perineal operation, which he says is quite 
simple: 

The patient has been prepared by several 
days of rest in bed, irrigations of the bladder, 
and 7% grains of urotropin night and morn- 
ing. Cystoscopy is used at least once, to 
give the operator a good idea of the inner 
surface of the bladder and the amount and 
shape of the hypertrophy of the middle lobe. 
The patient is given calomel the night before, 
with a saline purge in the morning preceding 
the operation, and the rectum cleared out 
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with thorough irrigation. The bladder is 
also irrigated with Thiersch’s solution just 
previous to the beginning, and four to six 
ounces of this solution left in. A full-sized 
sound is passed to the bladder and held by 
an assistant. 

Bissell prefers the lateral to the median 
incision, as it gives more room. It is made 
slightly crescentic, with the convexity up- 
ward, its center being a little less than half- 
way from the anus to the perineoscrotal junc- 
tion. The patient is in the lithotomy position. 
The incision is two and one-half to three 
inches or more in length. The left fore- 
finger in the rectum locates the prostate and 
also warns the operator when he is approach- 
ing too closely to the rectum. The incision 
is carried by careful dissection down through 
the tissues to the membranous urethra, where 
the sound locates that canal and the apex of 
the prostate. Stripping the tissues from the 
apex backward can be very easily and rapidly 
done, either by means of a blunt dissector or 
with the right forefinger nail. The left fore- 
finger in the rectum assists in forcing down 
the prostate and acts as a guide. Without 
care considerable laceration of the rectum 
can very easily happen. 

At this stage of the operation a vulsella 
hooked into the apex draws the prostate 
very satisfactorily into sight. The capsule, 
stripped pretty clean inferiorly and anteri- 
orly, can then be incised on either side of the 
urethra and each lateral lobe pulled out as a 
whole, bringing the middle lobe with them. 
If the enlargement is a fibrous one, this is 
surprisingly easy after one has done it a few 
times; if, however, the hypertrophy is mixed 
or the glandular element predominates, the 
enucleation is much more difficult. The mu- 
cous membrane of the urethra and bladder is 
quite likely to be lacerated, unless extreme 


. Care is taken. 


In some cases these manipulations can be 
greatly aided by incising the urethra in the 
posterior membranous portion, withdrawing 
the sound, carrying the right forefinger 
through this opening into the bladder, and 
pressing downward the middle lobe, thus as- 
sisting its enucleation. An Edebohl’s spec- 
ulum in the wound allows of better access to 
the inferior and posterior surface of the cap- 
sule. Great care is needed to separate the 
prostate from the floor of the bladder with- 
out injuring the latter. The secret of suc- 
cess is to keep within the capsule. It is 
better to leave behind small portions of the 
prostate tissue than to risk lacerating the 


bladder wall by a too close dissection. If 
the middle lobe is a pedunculated or teat- 
like process, this accident is almost impossible 
to avoid. Even if it occurs it is not necessarily 
dangerous. It is better to connect this open- 
ing, if made, with the urethral wound. 

Hemorrhage usually ceases when the pros- 
tate is removed; if not, hot irrigation and a 
few moments’ pressure with hot gauze or 
sponges will control it. A large, firm drain- 
age-tube is fastened in the wound, so that it 
opens just within the bladder, and the lower 
end of it is attached to a continuous drainage 
apparatus. A strip of acetanilid gauze is 
placed loosely in the wound to drain the 
cut surfaces. 

At the end of the third or fourth day, and 
every fourth day thereafter, a full-sized sound 
is passed down the urethra to the tube, and 
after its removal to the bladder. This tube 
is used for irrigations twice daily. As the 
irrigation of the bladder is a most impor- 
tant detail if chronic cystitis is to be cured, 
the tube is left longer than would be neces- 
sary for simple removal of the prostate gland, 
the time varying according to the condition 
of the bladder wall. After it is taken away 
the viscus is washed out by a catheter passed 
through the wound. 

The average time before the wound is 
closed is six to ten weeks, but long before 
that the patients are able voluntarily to expel 
their urine, the bladder retaining it in the 
interval without loss. 

The results of a perineal prostatectomy 
become more favorable as improvements 
take place in the surgical technique, in the 
methods, and in the time employed in the 
operation. 

Of the dangers of the operation, hemor- 
rhage is one of the least and can be almost 
always avoided by reducing, as completely 
as possible, the congestion and edema before 
operating. Injury to or rupture in the rec- 
tum is likely to occur only if the operation is 
done too hurriedly, or if there be adhesions 
present, or in very large prostates. The rent 
should be at once repaired from the perineal 
side, the sutures being kept from appearing 
in the rectum. 

Sepsis is, of course, an always present 
danger, but never more so than in any other 
operation under similar conditions. When 
free drainage can be obtained, this can be 
minimized by attention to surgical technique 
and to the preliminary preparations. The 
danger of the anesthetic is ever present; the 
safest is nitrous oxide gas and ether. Hypo- 

















static pneumonia is a source of danger. 
Uremia has been responsible for the greatest 
number of deaths following the operation, 
but it is not peculiar to this special pro- 
cedure. Dribbling and incontinence, due to 
rupture and laceration of the sphincter vesi- 
ce at the time of operation, may occur; but 
with care in the digital dissection it may be 
prevented. 

Shock depends upon the loss of blood and 
the length of time of the operation, and it is 
to be treated by avoidance of these two 
causes as much as possible, and by intrave- 
nous saline injections toward the end of the 
operation and after it, or earlier if necessary. 


SUTURE OF ARTERIES. 


DoERFLER (Beitrage sur Klinische Chirur- 
gie, Band xxv, Heft 3) reports two successful 
cases of suture of arteries performed by 
Barré. In the first instance a continuous 
silk suture, embracing adventitia and media, 
was applied laterally to the internal carotid 
injured in the course of the extirpation of 
carcinomatous glands. The result was a 
primary union; but at the post-mortem, 
three months later, inspection of the vessel 
was overlooked. 

On a second occasion, for a traumatic 
aneurism of the brachial, four interrupted 
silk sutures penetrating the intima were 
applied to the wound of the brachial, em- 
bracing half of the anterior circumference of 
this vessel. The result was primary union; 
pulsation in the radial and ulnar weaker than 
the opposite side, and a distinct pulsation 
being visible below the site of puncture. 

These two cases bring the number of suc- 
cessful artery sutures recorded in literature 
up to nine. No failures at least have been 
published. 

Experimentally the author has determined 
that an aseptic thread jutting into the lumen 
does not cause any interference with the 
patency of the vessel; therefore he sees no 
danger in having the suture penetrate all 
the coats of the vessel. Any oozing from the 
needle punctures not controllable by pres- 
sure can be mastered by suture of the vessel 
sheath, or by covering it with an adjoining 
slip of muscle or fascia. Wounds of greater 
extent than half the circumference call for 
the Murphy invagination method. 

Indications for suture are: Accidental 


wounds, stab, gunshot, or lacerated wounds; 
injuries inflicted during operation; traumatic 
aneurisms. 


Rigid asepsis is a requisite for 
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successful suture; therefore an infected wound 
offers no field for this procedure. Whereas 
the skin incision should be free to gain ac- 
cess to the vessel, the sheath should be spared 
as much as possible, and the vessel itself sub- 
jected to as little stretching as possible. To 
render the vessel free from blood, proximal 
and distal pressure digitally is to be pre- 
ferred; this failing, strips of gauze or for- 
ceps covered with rubber have to be used. 
Cambric needles armed with silk proved most 
useful for suture. Twelve experiments on 
animals performed with these precautions 
proved successful. 

The Murphy method of invagination is in- 
dicated when more than half of the circum- 
ference is implicated, or when the laceration 
is extensive, or when traumatic aneurisms are 
not amenable to ordinary suture, or when a 
vessel has to be resected in the course of re- 
moval of new growths. 

The author is wholly in favor of the in- 
vagination method as based on the successful 
outcome of his animal experiments and the 
three successful results in man. A particu- 
larly grateful field is augured for this method 
in aneurisms. 


THE OPERATIVE TREATMENT OF SPAS- 
MODIC TORTICOLLIS. 


Little attention having been accorded to 
the operations for the relief of spasmodic 
torticollis by German surgeons, KALMus 
(Beitrdge zur Klinische Chirurgie, Bd. xxvi, 
Heft,1) has seen fit to bring to their notice 
the work of American and English surgeons. 
Recently, Woelfler performed accessory neu- 
rectomy on a female with temporary improve- 
ment. A year later he resorted to resection 
of the first, second, and third cervical nerves, 
with ultimate success. Appended to this 
case is a thoughtful study and lengthy 
review of ninety-six cases. Herein it is 
found that the sternomastoid and the tra- 
pezius are most frequently affected. In such 
cases resection of the spinal accessory is 
most efficient. Failures to effect a cure are 
attributed to a faulty technique (for prefera- 
bly the posterior border of the sternomastoid 
is chosen to perform the resection) or the 
subsequent involvement of other muscles. 
The most frequent cause of failure is the 
erroneous diagnosis that the deeper muscles 
are not involved. When the latter condition 
obtains, the deeper nerves of the back ought 
to be singled out and resected. To accom- 
plish this, the vertical incision of Noble Smith 
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is preferable to the transverse incision of 
Keene, since the former splits the muscles in 
the plane of their fibers in the search for the 
nerves up to their exit from their foramina; 
whereas Keene in addition severs the mus- 
cles. Ligation of the nerve or nerve stretch- 
ing per se, or, as a preliminary, evulsion and 
simple division, seem no longer to be prac- 
ticed. A most favorable word is spoken for 
Kocher’s division of the muscles with or 
without division of the nerves as the best 
procedure. 

In short, which is the operation of choice 
is a moot question; however, the indication 
for any operation only arrives after remedi- 
als have failed; then the first place is as- 
signed to such instances as those in which 
the spasm involves one or two muscles of 
the same side; when muscles of both sides 
are involved the case is hopeless. 

The statistical résumé is as follows: Ac- 
cessory stretching eleven times, with three 
cures; resection sixty-eight times, and twenty 
more or less improved. Of these, in fifteen 
instances, a subsequent neurectomy was per- 
formed thirteen times, with ten cures and 
three improvements, and twice sternomastoid 
myotomy was successfully carried out. 

Finally there are two cases in which neu- 
rectomy was performed primarily; thus af- 
fording a total for neurectomy of seventeen 
cases with eleven cures, which compares 
very favorably with de Quervain’s analysis 
of Kocher’s operation of twelve cases with 
seven cured. 

A satisfactory and lasting result may. only 
follow after the lapse of many months. On 
the other hand, other muscles may become 
involved at this time. In such instances cor- 
tical or specific centers must be involved. 


CELLULOID AS MATERIAL FOR FLAT- 
FOOT SUPPORTS. 

FREIBERG (Boston Medical and Surgical 
Journal, Nov. 8, 1900) assumes that the 
object of the flat-foot brace is to support the 
depressed or weakened arch as much as is 
compatible with comfort, and therefore to 
the extent permitted by the flexibility of the 
foot. The flexibility of the foot, however, is 
a factor which will be found to vary within 
fairly wide limits, even in feet which are not 
the seat of the inflammatory stiffness so fre- 


quently present in flatfoot. The amount of: 


correction which must be made in the plaster 
cast is an uncertain thing and one which 
is really done by guess, so that it is believed 


to be a common experience that more or less 
change is required to be made in the finished 
plate in order to make it comfortable or 
efficient in the maximum, as the case may 
be. After considerable experiment with the 
following method it is believed that it can be 
offered as being simpler, but also more ex- 
act, than the use of a corrected plaster cast. 

A pattern is first to be made which differs 
according to the type of support which it is 
desired to produce. This is made upon an 
impression of the sole of the foot according 
to the method of Schanz, except that the 
writer believes the following method to be 
less objectionable than the use of soot or 
other black material, and that it furnishes at 
once a permanent record: The impressions 
are taken on pieces of cardboard obtained 
from the paper stockhouse under the trade 
name of “black showcard.” A piece being 
cut of proper size, say 534 x12 inches, it is 
fastened to a board of slightly larger size 
with drawing tacks, and its dull black sur- 
face is rapidly coated with a fairly thick 
solution of shellac in alcohol. In the mean- 
while the patient has been rubbing his foot 
in a pan upon whose bottom ordinary talcum 
powder has been evenly sprinkled. The pa- 
tient should bear his weight upon the foot 
and rub in the powder thoroughly by moving 
the foot about. When the spirit in the shel- 
lac has evaporated sufficiently to leave a 
sticky feel, but without adhering to the 
finger, the board is taken to the patient, 
from whose foot the excess of powder has 
been blown, and he is told to bear his weight 
upon it. While he is doing so the contour of 
the foot may be scratched in with a suitable 
sharp instrument. The outline of the im- 
pression as well as the contour of the foot is 
now drawn in with white ink. By interposing 
tissue- paper between each pair of impres- 
sions, they may be conveniently and in- 
definitely preserved. 

To make the pattern a piece of tissue- 
paper is placed upon the impression, and the 
pattern then drawn with the outline of the 
impression and the contour of the foot in 
plain view. The paper is then cut out, and 
from this paper pattern another is cut in 
sheet lead about one-sixteenth inch in thick- 
ness. This lead pattern is now hammered by 
rough guess into the shape of the future sup- 
port, a horn hammer or the handle of a file 
being used for this purpose. Due regard 
must be had for the “balance” of the support 
while so doing. The hammering of the sole 
has a tendency to make the whole piece curl, 

















and it is well from time to time to press that 
which is to come in contact with the sole of the 
shoe against a plain surface so as to be able 
to properly estimate the amount of arch 
which is being given. 

This having been done, the pattern is fitted 
to the patient’s foot, and with a very little 
practice one is able to obtain a perfect fit 
with a few taps of the hammer. It will be 
found best not to attempt altering the lead 
pattern with the finger, but always with the 
hammer, not forgetting the “balance” each 
time that it is so changed. This pattern 
when so fitted is intended to serve as a form 
on which to mold the celluloid, or in case a 
metal support is to be made, the pattern in- 
stead of the foot is used to make the cast upon 
which the workman fits the brace. 

In working with celluloid the material is 
first cut out in proper shape, a scroll saw 
being best adapted for this purpose. Cellu- 
loid or rubber scrapers made for the use of 
dentists will be found well adapted for round- 
ing the edges, and they can then be made 
smooth with fine sandpaper. 

The celluloid is then superimposed upon 
the lead pattern, which must be handled with 
some care, for while it withstands the pres- 
sure which is necessary, it can nevertheless be 
easily bent by striking the floor or any hard 
object with force. The celluloid is fastened 
to the lead pattern with clips or with rubber 
bands, and it is necessary to see that now and 
afterward during the shaping process the 
outer edges of the celluloid and lead coin- 
cide. 

By means of forceps with smooth jaws, 
plate and pattern thus clamped together are 
now lowered into boiling water, which must 
be of sufficient depth to cover them. As 
soon as the celluloid has begun to soften it 
should be gently pressed down to the pattern, 
and when thoroughly flaccid the whole is 
removed from the vessel with the forceps by 
one hand and received by the other hand, 
which is protected from the heat by a towel 
folded several times. The celluloid, still kept 
hot by the lead underneath, is now made to 
fit the pattern accurately. This can be done 
quickly and with ease. The whole is now 
immersed in cold water for a few minutes, 
and is then ready to apply tothe patient. The 
plate may be given a finish by rubbing the 
whole of it with fine sandpaper. 

If it is desired to make a plate with an ex- 
ternal flange, the pattern having been shaped 
accordingly, this must first be shaped free- 
hand, so that when the celluloid is placed 
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upon the lead the flange as well as the outer 
edges of the plate and pattern may coincide. 

The material which has been used in these 
experiments is known by the trade name of 
“pyralin” and has been found of uniform 
quality. Three thicknesses have been used, 
qs) vy, and 4 inch. The thickness to be used 
depends upon the weight of the patient, and 
in scarcely less degree upon the flatness of 
the arch as shown by the impression. Ma- 
terial of ;'; inch is used as a rule for children 
only and for persons weighing less than 100 
pounds. 

Absolute accuracy cannot be claimed for 
the above method, especially when celluloid 
is used, for it is the under surface of the cel- 
luloid which is shaped to the pattern instead 
of the upper, and the inaccuracy will be in 
direct ratio to the thickness of the material. 
In practice this has been found unimportant, 
however. In addition it does not appear that 
such a degree of accuracy has been reached 
in the treatment of flatfoot as to constitute a 
serious objection. When the lead pattern is 
used to obtain the plaster cast in the manu- 
facture of metal supports, the inaccuracy is, 
of course, much less. 


THE REMOVAL OF PELVIC INFLAMMA- 
TORY MASSES BY THE ABDO- 
MEN AFTER BISECTION 
OF THE UTERUS. 


KELLY, in an address delivered before the 
Southern Surgical and Gynecological Asso- 
ciation, November 13, 1900, calls attention to 
the great advantages which accrue from bisec- 
tion of the uterus in certain cases of pelvic 
and inflammatory diseases. In the ordinary 
cases classed under this general heading the 
ovaries are only accidentally involved; and 
as a rule one or both can be saved even 
though the tubes have to be sacrificed. If 
one ovary is saved it is necessary also to 
leave the uterus, since thus is conserved the 
function of menstruation and the internal 
secretion of the ovary. Where the ovaries 
are hopelessly affected, they should be re- 
moved together with the uterus whenever it 
is possible. By freeing the tube and the 
ovary on the least adherent side first, after 
tying off the broad ligament and pushing 
down the bladder and securing the uterine 
artery, the most difficult side is easily 
reached and enucleated, by cutting across 
the cervix and exposing and ligating the 
opposite uterine vessels. The uterus is then 
pulled up until the round ligament is caught 


i 
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and divided. At this point the operation 
may follow one of two courses, according 
to the difficulties encountered. In the first 
place, if after dividing the uterus and pull- 
ing it up the remaining tube and ovary can 
be readily enucleated by peeling them out 
from below upwards and by working with 
the fingers in the lower and anterior part of 
the pelvis just opened up by the detachment 
of the uterus, then the enucleation may be 
concluded by removing all the structures en 
masse. In the second place, if the tube and 
ovary on the far side are densely adherent 
and offer any serious difficulties in the enu- 
cleation, the uterus should be clamped off at 
the cornu and removed with one tube and 
ovary, leaving the more difficult side to be 
dissected out after emptying the pelvis, se- 
curing all the advantages of increased space 
and light. 

In cases more difficult than those ordi- 
narily encountered—for example, when there 
are pelvic abscesses on both sides densely 
adherent to all the surrounding structures, 
including the uterus, with this organ almost 
or quite buried in a mass of adhesions— 
Kelly advises the following procedure: 

If the uterus is buried out of view, the 
bladder is first separated from the rectum 
and the fundus found. Then if there are 
any large abscesses, adherent cysts, or hem- 
atomata, they are evacuated by aspiration 
or puncture, and the rest of the abdominal 
cavity is well packed off from the pelvis. 

The right and left cornua uteri are each 
seized by a pair of Museau forceps and lifted 
up, the uterus is then incised in the median 
line in an anteroposterior direction, and as 
the uterus is bisected its cornua are pulled 
up and drawn apart. With a third pair of 
forceps the uterus is grasped on one side of 
its cut surface, as far down in the angle as 
possible, including the anterior and posterior 
walls. The Museau forceps of the same side 
are then released and used for grasping the 
corresponding point on the opposite cut sur- 
face, when the remaining Museau forceps are 
removed. In this way two forceps are in 
constant use at the lowest point. Kelly com- 
monly applies them three or four times. As 
the uterus is pulled up and the halves are 
everted, it is further bisected down into the 
cervix, or if the operator desires to do a pan- 
hysterectomy, all the way down into the 
vagina. The uterine canal must be followed, 
if. necessary, using a grooved director. The 
Museau forceps are now made to grasp the 
uterus well down in the cervical portion, if it 


is to be a supravaginal amputation, and the 
cervix is bisected on one side. As soon as it 
is divided and the uterine and vaginal ends 
begin to pull apart, the under surface of the 
uterine end is caught with a pair of for- 
ceps and pulled up, and the uterine vessels, 
which can now be plainly seen, are clamped 
or tied. As the uterus is pulled still further 
up, the round ligament is exposed and 
clamped; finally a clamp is applied between 
the cornu of the bisected uterus and the 
tube-ovarian mass, and one-half of the 
uterus is removed. 

The opposite half of the uterus is also 
taken away in the same manner. The pelvis 
now contains nothing but rectum and blad- 
der, with right and left tube-ovarian masses 
plastered to the side of the pelvis, affording 
abundant room for investigation of their 
attachments as well as for deliberate and 
skilful dissection; the wide exposure of the 
cellular area over the inferior median and 
anterior surface of the masses offering the 
best possible avenue for beginning their de- 
tachment and enucleation. 

The operator will sometimes find on com- 
pleting the bisection of the uterus that he 
can just as well take out each tube and ovary 
together with its corresponding half of the 
uterus, reserving for the still more difficult 
cases, or for a most difficult side, the sepa- 
rate enucleation of the tube and ovary after 
removal of the uterus. 

The most critical point is the bisection of 
the cervix and controlling the uterine vessels. 
If the cervix is slowly and cautiously severed 
with a steady traction on the uterus under 
perfect control, there is no danger of seeing 
the organ suddenly tearing out with rupture 
of the uterine vessels and frightful hemor- 
rhage. As the divided cervix is pulled apart, 
the uterine vessels are beautifully exposed 
and easily caught. Only a clumsy operator 
will plunge his needle or a pair of forceps 
deep down into the tissues and clamp a ureter. 
By cutting up the cervix so as to leave a 
sliver on each side, the uterine vessels can 
be caught at a higher level than that of the 
division of the cervix. 

If the uterus is densely adherent to the 
rectum all the way up to the fundus, a modi- 
fication of this plan of operating may be fol- 
lowed; the anterior face of the uterus may 
be bisected and the-cervix divided hori- 
zontally and the uterine vessels caught, and 
the rest of the uterus then carefully divided 
up its posterior surface in a direction from 
the cervix toward the fundus. The relations 
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to the rectum are examined as the division is 
made, and at any point where it seems neces- 
sary a piece of the uterine tissue may be left 
adherent to the bowel. After the bisection 
the rest of the enucleation is effected as 
described above. 


THE TREATMENT OF SENILE PRURITUS. 


JAENECHE (Centralblatt fiir Innere Medicin, 
No. 48, 1900) calls attention to the wearing 
and harassing nature of senile pruritus and 
its intractability to the therapeutic means 
commonly recommended for its alleviation. 
He suggests a treatment which, though not 
entirely curative, causes so much allevia- 
tion that the patients consider themselves 
cured. 

Jaeneche noted that the regions affected 
were dry and glazed and ill-nourished, and 
that on brushing the skin a great quantity of 
dead and degenerated epithelial cells could 
be collected. His treatment consists in reg- 
ular brushing with a soft brush, which re- 
moves the degenerated superficial epithelial 
cells, increases the nutrition of the part, and 
brings about so much relief that the patients 
may go for days or even weeks with perfect 
comfort. The brushing is repeated at first 
three times daily for from ten to twenty 
minutes. These treatments are reduced to 
twice a day and finally once every second 
day; a longer interval than this should not 
be allowed to elapse. There is often no im- 
provement for days, nor is there any marked 
alteration in the nutrition of the skin. But 
shortly the patient experiences marked re- 
lief, and in many cases is entirely freed from 
his suffering. It is important that no water 
should come in contact with the affected 
regions, since this, though it is followed by 
a temporary alleviation, renders the treat- 
ment by -rushing quite futile. 

Patients frequently brush with so much 
vigor that the skin is wounded and bloody 
and the itching is at first increased in in- 
tensity. Lanolin inunctions are serviceable 
adjuncts to this form of treatment. A num- 
ber of illustrative cases are reported. 


THE DIAGNOSIS OF SUPPURATIVE AP- 
PENDICITIS. 

RossBin (Medical Record, No. 17) lays 
much stress on blood examinations in the 
diagnosis of suppurative appendicitis. He 
says that the white blood count will often 
swing the pendulum in the direction of the 


diagnosis of one disease or another. Espe- 
cially is this true in cases of suppuration 
complicating an infectious or inflammatory 
disease. Thus a sudden hyperleucocytosis 
in the course of typhoid fever will point toa 
complication, and if accompanied by sudden 
onset of pain in the abdomen will be a suf- 
ficient justification for an exploratory in- 
cision, as is the practice in the Johns 
Hopkins Hospital. A hyperleucocytosis will 
at once differentiate a suppurative appendi- 
citis from simple colitis, typhoid fever, ova- 
rian neuralgia, impaction of feces, and 
floating kidney. Developed during the 
course of a catarrhal appendicitis it will 
point to suppuration with as much precision 
as any of the diagnostic signs in our pos- 
session. 

By means of a blood count pus can be 
detected within twenty-four hours, and a 
fatal case be thus converted into a very 
favorable one. What other means have we 
of diagnosing suppurative appendicitis? Un- 
fortunately, none. What we are able to 
diagnose is a purulent peritonitis, but then 
we have done our patient very little good, 
even if we are able to fill out a correct death 
certificate. We may also occasionally detect 
a walled -off abscess, if it points externally, 
but in how many cases does the abscess 
take such a favorable turn? It appears 
rational, therefore, that a frequent blood 
count in cases of appendicitis is almost an 
imperative necessity. Dr. Robbin says “fre- 
quent,” because in some fulminant cases the 
advent of fatal toxemia may be so rapid that 
no increase of leucocytes is present. This 
is fully in accord with the experiments on 
animals performed by Havet, who has shown 
that whenever the dose of staphylococci 
injected was very large, the ability of the 
organism to produce leucocytes was propor- 
tionally abolished, and instead of the usual 
hyper- a hypoleucocytosis took place. Simi- 
lar observations were made by Everard, De- 
moor, Schultz, and others. 

Cabot reports four cases of appendicitis 
with general purulent peritonitis in which no 
hyperleucocytosis was found. When, however, 
examinations are made frequently such mis- 
takes would in the majority of cases be 
avoided, for we would always detect the 
hyperleucocytosis before the organism would 
become sufficiently depressed to fail to react. 
With all these facts before us, we can hardly 
fail to appreciate the important réle a blood 
count always plays in the diagnosis of sup- 
purative appendicitis. 
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OPERATION VS. TRUSS IN THE INGUI- 
NAL HERNIA OF CHILDHOOD. 

Russet, (Zhe Lancet, No. 4025, 1900), 
basing his conviction upon logical and ana- 
tomical grounds, holds that oblique inguinal 
hernia never occurs either in infancy or ata 
later age in the absence of a congenital sac. 
He states that it appears to be a pure assump- 
tion, based upon unsound and insufficient 
reasoning, that because hernia may be ac- 
quired in other situations it may also be 
acquired through the internal ring. If this 
view of his is correct it is perfectly evident 
that the error which has pervaded and vitia- 
ted all our views upon the subject of inguinal 
hernia, and which has been answerable for 
such a multitude of conflicting remedies, is 
the non-recognition of the fact that the sole 
cause of inguinal hernia is the presence of a 
congenital sac in the inguinal canal. 

This point can be made out only in one 
way—by the abolition of the truss as a means 
of curing inguinal hernia in children. And 
it therefore becomes apparent that if this doc- 
trine be accepted it affects our knowledge of 
the incidence and right treatment of inguinal 
hernia occurring in every period of life. 


THE VALUE OF ANTISTREPTOCOCCIC 
SERUM. 

Wa Ton ( The Lancet, No. 4025, 1900) notes 
that in two cases he has observed a genuine 
remedial action on the part of the antistrep- 
tococcic serum. 

The first patient, twenty years old, became 
septic from the third day of her delivery. On 
the fifth day temperature was 101° F. and 
her pulse 130. Ten cubic centimeters of 
antistreptococcic serum was injected, and 
the following morning there was a distinct 
though slight improvement, which was dis- 
sipated by the evening of the same day. 
Therefore, a further injection of ten cubic 
centimeters was ordered, which was followed 
by an improvement for two or three days. A 
relapse then set in, and by the sixteenth day 
the temperature reached 103°. On the next 
morning ten cubic centimeters of the serum 
was injected into the right arm. This was 
followed by a pleuritic catch in the right 
lung. Two days later sodium salicylate 
was given, which was followed by a fall of 
temperature and the recovery of the patient. 

The second patient was suffering from 
diphtheria, but before the diagnosis could 
be made she was given ten cubic centime- 
ters of the antistreptococcic serum with 
marked benefit to her. 


Reviews. 








PHYSICAL DIAGNOSIS OF DISEASES OF THE CHEST. 

By Richard C. Cabot, M.D. 

New York: William Wood & Company, 1900. 

Dr. Cabot is known to many of us through 
the excellent work which he has done upon 
diseases of the blood. Indeed, his book 
upon this subject may be considered the 
standard in the English-speaking profession, 
and not only is that contribution creditable 
to him, but his original investigations into 
the physiology and pathology of the blood 
are also creditable to American medicine. 
When, therefore, he presents to us a book 
upon physical diagnosis we naturally exam- 
ine it with greater care than perhaps would 
be accorded the work of an unknown man. 
As soon as we do so we meet in the preface 
certain statements which are, to say the 
least, somewhat startling. He tells us that 
his object in preparing this small work rests 
upon his inability to find any other small 
work upon the subject which does not con- 
tain glaring errors; that the correct books 
are too large, and the small books are out of 
date and repeat such well worn myths as that 
the aortic second sound is louder than the 
pulmonic sound; that aortic regurgitant mur- 
murs are to be heard best in the second right 
interspace, etc., etc. 

It seems to us that this is a pretty high- 
handed arraignment of current medical liter- 
ature, particularly as there is just ground for 
doubting whether he is entirely correct in some 
of his statements. For example, it is a mat- 
ter for debate whether it is true that the 
aortic second sound is not as loud as the 
pulmonic sound. This is a question which 
has been recently discussed and by no means 
settled. At a meeting of the Section in 
Medicine at the College of Physicians of 
Philadelphia less than a year ago this ques- 
tion was brought up, and it was thoroughly 
discussed. Indeed, if we remember cor- 
rectly, the discussion was precipitated by 
the statement of a Boston practitioner that 
the pulmonary sound is the louder of the 
two. With singular unanimity most of the 
physicians present at that meeting expressed 
their belief that in health the aortic sound is 
usually most clearly heard; and while a dis- 
tinction must be made between loudness and 
accentuation, it seemed to be the universal 
opinion that both of these characteristics are 
marked over the aortic area. Of course, it 
is true that in children the pulmonary sound 
is apt to be louder than the aortic. 

















We presume that Dr. Cabot’s statements 
are, to a certain extent, based upon a paper 
entitled the “Relative Intensity of the Sec- 
ond Sounds at the Base of the Heart,” which 
appeared in the Medical Record for January, 
1900, This paper professed to prove that 
the pulmonary sound was the louder of the 
two; although it actually concluded that the 
aortic sound is usually heard most clearly, 
and so far as we could determine from read- 
ing it, gave no very definite assurance that 
the pulmonary sound was actually louder. 
Even supposing that the pulmonary sound 
is the louder of the two, as a matter of fact 
the question is certainly so undecided and 
so unimportant that the author is hardly 
justified in naming it as the prime error of 
the ordinary text-book. 

There are a number of other points in the 
volume which may be criticized, and some of 
these are in connection with the illustrations. 
In the endeavor to have photographs of the 
various methods of physical diagnosis we 
sometimes get curious results from fore- 
shortening; as, for example, in Fig. 39, where 
the student will probably gain little informa- 
tion as to the method which he should em- 
ploy in percussing the apex of the thorax. 
So, too, Fig. 40 requires a little study to 
understand what the third hand is meant to 
represent, as does also Fig. 41. There is 
also a certain amount of duplication of the 
illustrations, as in the case of Fig. 130. 

While we have made these criticisms, which 
have been largely provoked by the militant 
preface that we have quoted, we would not 
have it thought for a moment that Dr. Cabot’s 
book is not creditable to him. On the con- 
trary, it is a first-rate little manual of exactly 
what it professes to be, and we have no doubt 
that it will prove popular with those who are 
interested in this subject—and who is not? 
The illustration given on page 142 is evi- 
dently taken from another work, but no 
credit is given to its source. However, this 
illustration elucidates one of the most im- 
portant points in connection with the mech- 
anism of the heart which is frequently over- 
looked, namely, the sphincteric action of the 
muscular fibers about the cardiac orifices. 


MALARIA: ACCORDING TO THE NEW RESEARCHES. 
By Prof. Angelo Celli. Translated from the Second 
Italian Edition by J. J. Eyre, with an Introduction by 
Dr. Patrick Manson. Illustrated. 

New York: Longmans, Green & Co., 19c0. 


There is no subject of greater scientific 
interest to medical men in all portions of the 
world than that with which this book deals; 
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and there is no one whose opinions in regard 
to malaria deserve more careful attention 
than do those of Professor Celli. We there- 
fore welcome this excellent translation, and 
think that the publishers are to be thanked 
for having presented it to English -speak- 
ing physicians. Not only does Celli give a 
most interesting summary of our present 
knowledge concerning this important disease, 
but he also closes by giving us a valuable 
bibliography, arranged by years, concerning 
malarial history—a bibliography which ex- 
tends over nearly twenty pages. The volume 
not only deals with the history of malaria, but 
with its economic losses, its causation, the vehi- 
cles of infection, the causes of predisposition 
or immunity toward malaria, and its prophy- 
laxis. In addition to this there are three 
maps which show the distribution of malaria 
along the Italian railways, a map of the 
Pontine territory, and the hydrography of 
ancient Rome. There is no portion of the 
work which is devoted to the therapeutics of 
the disease, for that is not its object, in the 
sense that it is intended to teach us concern- 
ing the use of drugs for alleviation of the 
infection; but it conveys to us a knowledge 
of malaria which must be valuable to any one 
who is called upon to treat this infection. 

STRINGTOWN ON THE PIKE. A Tale of Northernmost 

Kentucky. By John Uri Lloyd. Illustrated. 
New York: Dodd, Mead & Co., 1900. 

Those of our readers who are also fortu- 
nate enough to peruse 7he Bookman will have 
been interested probably during the last few 
months in the story of “Stringtown on the 
Pike,” which has been appearing in Zhe Book- 
man as aserial. It is not our custom to re- 
view in these pages books which deal with 
matters that are not medical, but we be- 
lieve that when a member of the medical 
profession or pharmaceutical craft writes a 
book which is not only creditable to Amer- 
ican literature but especially creditable to 
the professions we have named, the results 
should be brought to the notice of his fellow 
workers in these two fields. The story is 
one which deals chiefly with five characters 
—the hero, a young man who passed his 
boyhood days during the war, an old slave, 
Cupe, and his wife Dinah, a “red - headed 
boy” who was a sort of social Ishmaelite, and 
last, but not least, the heroine of the novel, 
Susie. There are three things in connection 
with this book which have made an impres- 
sion upon us over and above its general in- 
terest. The first is the intimate knowledge 
on the part of its author of folklore among 
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the Southern negroes; the second is the 
active character of the story from chapter to 
chapter which prevents it, at any time, from 
proving dry or uninteresting; and the third 
is the touch of human nature which makes 
the work seem like a true story of actual life, 
and which is perhaps the most creditable part 
of the production. Wecommend the story cor- 
dially to our readers—to our Northern friends 
because it will give them an insight into an 
interesting phase of Southern life, and to our 

Southern subscribers because it will bring 

back to their minds in a pleasant way many 

of the facts which with the lapse of time are 
perhaps becoming dimmed or forgotten. 

A MANUAL OF MATERIA MEDICA AND PHARMACOL- 
ocy. By David M.R. Culbreth, Ph.D.,M.D. Second 
Edition, Enlarged and Thoroughly Revised. Copi- 
ously Illustrated. 

Philadelphia: Lea Brothers & Co., 1900. 

Professor Culbreth’s work is well known 
to most teachers of materia medica and thera- 
peutics. It deals more largely with medical 
botany than most of the current works on 
this subject, and can hardly be said to deal 
sufficiently fully with the subject of pharma- 
cology, as that term is commonly employed 
to-day, to justify the inclusion of this word 
in its title. The book also does not go ex- 
haustively into the subject of therapeutics. 

Indeed, in the consideration of the therapeu- 

tic application of the drugs it is exceedingly 

brief, telling the purposes for which the drug 
is used, but not definitely stating how or 
when it is to be given. It strikes one as 


being more a book for students of pharmacy 


than for students of medicine, and as such 
can be cordially recommended, as it gives a 
most careful and accurate description of the 
various drugs, properly classified, and the 
text is clear and easily comprehended. It is 
not, however, a book which would give any 
material aid to the practitioner who is desir- 
ous of learning facts in regard to the value 
of a given drug in the treatment of a malady. 
INTERNATIONAL CLINICs. A Quarterly of Clinical Lec- 

tures and Specially Prepared Articles. Edited by 

Henry W. Cattell, A.M., M.D. Volume III, Tenth 

Series, 1900. 

Philadelphia: The J. B. Lippincott Co., 1900. 

This volume of the International Clinics 
contains a series of very interesting clinical 
articles, many of them dealing with thera- 
peutic subjects. The authors of these lec- 
tures, or articles, are men of considerable 
reputation in all parts of the world, and while 
as a rule the articles or lectures cannot be 
considered as exhaustive, at the same time 
they offer pleasant medical reading, and pro- 


vide the physician with valuable information 
which perhaps he would not take the trouble 
to seek in the ordinary text-books. The illus- 
trations which are found throughout the pages 
are most of them unusually good and satis- 
factory from the standpoint of illustrating the 
text, and they are very well developed repro- 
*ductions of original photographs. 


A PRACTICAL TREATISE ON MEDICAL DIAGNOSIS. For 
Students and Physicians. By John H. Musser, M.D. 
Fourth Edition, Revised and Enlarged. Freely Illus- 
trated. 

Philadelphia: Lea Brothers & Co., 1900. 

This, the fourth, edition of Dr. Musser’s 
work appears thirteen months after the ap- 
pearance of the third edition, and bears the 
marks of careful revision on the part of its 
distinguished author, who, as we have said 
before, brings to its preparation not only a 
complete knowledge of medical literature, 
but also with it practical experience. It is 
by long odds the most exhaustive of all works 
on medical diagnosis which are now before 
the profession. Not only does it deal with 
symptomatic diagnosis, but with laboratory 
methods for the study and investigation of 
disease for diagnostic purposes, so that it may 
be considered in many respects a complete 
practice of medicine as well as a work on the 
differentiation of one disease from another. 

Many of the colored plates which Dr. 
Musser has introduced are original, and all 
of them show what they are intended to 
show, which is more than can be said of 
some similar illustrations in contemporane- 
ous medical literature, which are introduced 
more for the purpose of beautifying the book 
and making it attractive to possible pur- 
chasers than with any real benefit in ex- 
plaining the text or aiding diagnosis. We 
have cordially commended the earlier editions 
of Musser’s Diagnosis to our readers, and it 
goes without saying that we can do so with 
increasing confidence now that this fourth 
and most complete edition has appeared. 


OxssTetrRics. A Manual for Students and Practitioners. 

By David James Evans, M.D. 

Philadelphia and New York: Lea Brothers & Co. 

This volume belongs to a series of pocket 
text-books, many of which we have already 
mentioned in earlier issues of the GAZETTE. 
It does not profess to contain anything 
original, but simply a brief summary of ob- 
stetric practice, and is evidently designed 
more for the use of students than for active 
practitioners. So far as we have been able 
to judge, it has been well compiled, and its 
teachings are safe and reliable. 














LABORATORY DIRECTIONS FOR BEGINNERS IN BAc- 
TERIOLOGY. By V. A. Moore, B.S., M.D. Second 
Edition. 

Boston: Ginn & Company, 1900. 


This is a small octavo of less than 150 
pages, and is, as its title indicates, distinctly 
a laboratory manual to be kept by the side of 
the student in studying bacteriology. It is not 
sufficiently complete to enable it to be of any 
value to the trained worker in its branch. 
It was evidently designed chiefly as an aid 
to the author in his own teaching, and is 
reliable. His students are to be congratu- 
lated upon so excellent a course. 


MEDICAL VISITING LIST FOR I90I. 
Philadelphia: Lea Brothers & Co., I1go1. 

This most excellent list, which is probably 
familiar to most of the readers of the Ga- 
ZETTE, Comes out early enough for physi- 
cians to obtain it and to enter their engage- 
ments for the coming year at this time. It 
contains, as have previous editions, a small 
amount of valuable information in regard to 
various weights and measures, examination 
of the urine, artificial respiration, poisons and 
antidotes, a dose table, some therapeutic re- 
minders, and finally, and perhaps most 
valuable, brief directions for the ligation 
of arteries, with a diagram illustrating the 
areas where the incisions should be made. 


A MANUAL OF HYGIENE AND SANITATION. By Seneca 

Egbert, A.M., M.D. Second Edition. Illustrated. 

Philadelphia: Lea Brothers & Co., 1900. 

The first edition of this book appeared 
about two and a half years ago. It is a 
small octavo volume of less than 500 pages, 
in which the subjects named in its title are 
taken up and discussed in a brief and inter- 
esting manner without dipping as deep into 
details as the more exhaustive works upon 
this subject which have been published dur- 
ing the last few years. It can be cordially 
recommended to be put into the hands of the 
laity by medical men who desire their pa- 
tients to become more conversant with the 
proper method of heating, ventilation, and 
sanitation in general. 


THE PRINCIPLES OF TREATMENT AND THEIR APPLI- 
CATION IN PRACTICAL MEDICINE. By J. Mitchell 
Bruce, M.A., M.D., F.R.C.P. Adapted to the United 
States Pharmacopceia by E. Quin Thornton, M.D. 

Philadelphia: Lea Brothers & Co., 1900. 


Dr. Mitchell Bruce is not only well known 
to English physicians but to many American 
practitioners as well; and those who know 
him cannot fail to be impressed with the fact 
that he is one of the best and most careful 
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medical clinicians in London to-day. On the 
one hand he does not represent that ultra- 
scientific type which fails to recognize the 
personal equation in each individual case of 
disease, nor, on the other hand, is he too apt 
to practice by routine methods. When, there- 
fore, we heard that he was to publish this 
work, we looked forward to its appearance 
with very great interest, since we felt sure 
that whatever he wrote would possess a 
value, because it would reflect his own wide 
experience, and also because it would show 
that he was thoroughly in touch with thera- 
peutic literature. In this expectation we 
have not been disappointed. Dr. Bruce has 
prepared a most admirable practical guide to 
the treatment of disease. Nearly every chap- 
ter concludes with a considerable number of 
prescriptions, which Dr. Thornton has very 
carefully and accurately adapted to the Uni- 
ted States Pharmacopeia. But it is not 
these characteristics of the book which most 
deserve commendation; it is the method 
which its author follows in teaching us how 
to make a diagnosis which will lead to treat- 
ment that he excels in. The book can be 
cordially recommended, not in the sense of a 
text-book which deals with many remedies 
and their treatment by drugs, but as a manual 
which will give its reader a good grasp of the 
way in which he is to approach a case suc- 
cessfully both from the diagnostic and thera- 
peutic standpoints. 


A HANDBOOK OF DISEASES OF THE EYE AND THEIR 
TREATMENT. By Henry M. Swanzy, A.M., M.B., 
F.R.C.S.I. Seventh Edition. One Hundred and 
Sixty-five Illustrations. 

Philadelphia: P. Blakiston, Son & Co., 1900. 

The present edition of Mr. Swanzy’s well 
known and highly appreciated text-book 
contains among other additions an account 
of Mackenzie Davidson’s method of employ- 
ing the Roentgen rays for the detection and 
localization of foreign bodies within the 
eye, and an elaborate description of Mr. 
Mules’s operation for ptosis. A tabular 
statement of the action and relative values 
of the various mydriatics, myotics, and local 
anesthetics, prepared by Dr. Louis Werner, 
has been incorporated. With some of the 
statements in this table the reviewer does not 
find himself in accord; for example, that 
homatropine will not produce complete cyclo- 
plegia, and that hyoscyamine is too active a 
poison to be recommended as a mydriatic. 
With few exceptions the mydriatics will pro- 
duce toxic symptoms if they are not properly 
used, and for the same reason homatropine 
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may be an imperfect cycloplegic. Carefully 
employed, hyoscyamine is a safe mydriatic 
and homatropine a reliable cycloplegic in 
healthy eyes. 

As in previous editions, the portion of the 
book devoted to ocular diseases and the 
symptoms liable to accompany focal brain 
disease is worthy of the highest praise, as is 
also the excellent chapter on the pupil in 
health and disease. In fact, from cover to 
cover the book is admirable and may be un- 
reservedly recommended. G. E. DES. 


A PRACTICAL TREATISE ON FRACTURES AND DISLO- 

CATIONS. By Lewis A. Stimson, M.D. Third Edition. 

New York and Philadelphia: Lea Brothers & Co., 
1900. 


This new edition of Stimson’s classical 
work is at first glance chiefly characterized 
by its wealth of illustrations, a noticeable 
and admirable feature of which is the intro- 
duction of many instructive x-ray plates. 
The author’s teaching is mainly based upon 
his experience in the Hudson Street Hospital, 
where, in the last five years, there have been 
admitted nearly 7000 cases of fracture and 
over 700 dislocations. 

After a brief chapter devoted to general 
considerations, the pathology, etiology, symp- 
toms, and diagnosis of fracture are consid- 
ered. Further chapters are then devoted to 
repair, complications and remote  conse- 
quences, and treatment. Stimson especially 
warns against a plaster-of- Paris dressing, 
unless it is kept under constant observation. 
He holds that carved splints, sold in pack- 
ages of assorted sizes, have few if any points 
of superiority over those improvised for the 
occasion. The fracture box, he states, is 
now almost wholly discarded for the Volk- 
mann splint, which is a shallow gutter and 
foot-piece made in several lengths, and fitted 
with a movable support, by which the foot 
can be raised from the bed. 

As to the ambulatory treatment of frac- 
ture of the leg, Stimson states that the ad- 
vantages claimed for this method have not 
been substantiated. As to the management 
of joints after fracture, the author holds that 
so long as the jo‘nt is swollen and hot, so 
long as its use is followed by an increase 
of swelling and heat, and by persistent pain, 
-so long must it be kept at rest, and so long 
must active treatment be limited to massage 
or elastic compression. As a rule, this atti- 


tude of non-interference may be maintained 
without harm until after union of the fracture 
Forcible passive mo- 


has become complete. 


tion, with or without anesthesia, is always 
harmful before the second month, and even 
after that time it is far more likely to do 
harm than gocd. This procedure should be 
almost wholly abandoned, and in its place we 
should resort to massage, constant use within 
existing limits, and possibly to hot-air baths. 

In the section devoted to fracture of the 
nose, Stimson states that he has entirely 
cured the saddle-back deformity, resulting 
from a failure to restore the broken frag- 
ments to their normal position, by the intro- 
duction of aluminum and gutta-percha plates, 
and that these have remained in place for 
several years without causing irritation. 
These plates he has introduced through a 
small cut on the side of the ala, and has 
prepared a place for them by subcutane- 
ously freeing the skin with a knife, intro- 
duced through the small cut and swept 
freely across the bridge. In the treatment 
of fracture of the lower extremity of the 
humerus, Stimson states that if reduction 
once be effected good results will nearly 
always be obtained, and that the most im- 
portant point in most cases is that the flexed 
forearm should not be supported at the el- 
bow but at the wrist; the limb being pro- 
tected by a splint, preferably one of plaster 
of Paris, extending along the posterior 
aspect from the wrist to the shoulder. 

In the section of the book devoted to dis- 
locations, the modern methods of reduction 
are fully described. 

This book, representing, as it does, the 
results of an enormous personal experience, 
should be studied by all who are likely to be 
called upon to treat fractures and luxations. 


A MANUAL OF SURGICAL TREATMENT. By W. Watson 
Cheyne, M.B., F.R.C.S., F.R.S., and F. F. Burghard, 
M.D., M.S., F.R.C.S. In Seven Volumes. Vols. II, 
III, and IV. 

Philadelphia and New York: Lea Brothers & Co., 


1900. 

It should be remembered in reviewing this 
Manual of Cheyne and Burghard that it is 
devoted chiefly to questions of treatment, 
only the salient points and symptoms in 
pathology being given. The authors have 
not attempted to give anything like a com- 
plete summary of methods of treatment that 
from time to time have been proposed. Only 
those plans are described which their experi- 
ence has led them to believe are the best. 
But with regard to these the effort has been 
made to state exactly and in detail what they 
themselves would do under given circum- 
stances. There has been no effort made 
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to mention all the exceptional conditions 
that have been met with, but rather are 
included all the circumstances with which 
the surgeon is most commonly called upon 
to deal. 

The first section of the second volume is 
devoted to deformities, beginning with those 
affecting the fingers and toes, and ending 
with those of the hip, including coxa vara, 
to which a special chapter is devoted. In 
the chapter devoted to congenital dislocation 
of the hip there is a very thorough résumé of 
the various methods of treatment, the whole 
being summarized as follows: 

“We recommend, therefore, that when the 
case is seen in infancy the treatment by ma- 
nipulation should be employed until the child 
is two or three years old, and then Lorenz’s 
bloodless method should be carefully carried 
out. It is only in event of the complete fail- 
ure of this method, or in cases which do not 
come under observation until the child is 
seven or eight years of age, that the open 
operation should be resorted to. The latter 
is a very serious matter when performed on 
very young children. The operation is pro- 
longed, and there is, therefore, great risk from 
shock, and a considerable amount of blood is 
lost; further, accidents, such as prolonged 
suppuration and general septic infection, 
have also happened. Although, of course, 
these ought not to occur, it must be ad- 
mitted that, the operation being a very 
prolonged one, it is easy for accidental in- 
fection to occur during its course, and, more- 
over, since it is in the immediate vicinity of 
the perineum, the wound is very apt to be- 
come soiled subsequently, and therefore the 
risks of sepsis can never be entirely ignored.” 

The second section is devoted to surgical 
affections of the tissues. Under this rather 
indefinite heading are included the skin and 
subcutaneous tissues, burs, the fasciz, the 
lymphatic glands and vessels, the tendon 
sheaths, the tendons, the muscles, the nerves, 
and the blood-vessels. The treatment ap- 
propriate to wounds, inflammations, and infil- 
trations is described, and in the main the 
technical procedures are as satisfactory and 
detailed as those found in the best operative 
surgeries. 

The third volume of this manual is devoted 
to fractures, diseases of bones, and amputa- 
tions. In the treatment of fracture of the 
clavicle the authors select recumbency as the 
best method, the patient lying on his back, 
on a hard, flat mattress, with small, narrow, 
hard pillows or pads between the shoulder- 


blades, for two or three weeks, They state 
that the next best method of avoiding de- 
formity is the old plan of pulling back the 
shoulders by means of handkerchiefs, the 
arm being then supported by a large hand- 
kerchief sling which raises and pushes forward 
the elbow and is fastened around the neck; 
a third handkerchief binding the arm to the 
side and passing around the trunk just above 
the elbow completes the apparatus. Sayre’s 
method is also described, but no mention is 
made of the Velpeau dressing. 

In treating the fractures of the humerus it 
is interesting to note that the authors some- 
times find extension necessary. They state 
that the important points in the treatment of 
fractures about the elbow are to secure ac- 
curate adaptation of the broken surfaces to 
maintain the fragments in position while con- 
solidation is occurring, and at the same time 
to prevent the occurrence of adhesions which 
if unchecked might make it impossible to 
obtain a movable joint. The supracondyloid 
fracture should always be reduced under full 
anesthesia, and the fully flexed position is the 
only one that is likely to maintain the frag- 
ments in true position. Passive motion is 
begun at the end of a week and is kept up 
daily. After a fortnight the arm may be 
brought down to a right angle, and after a 
short time longer the angle may be gradually 
increased. 

In the T-shaped fracture of the elbow- 
joint they state that the only probability of 
getting a really good result is by operative 
interference. This consists in cutting down 
upon the fracture and securing the broken 
ends in proper position. In fracture of either 
condyle alone the patient should be put under 
an anesthetic and the fragments manipulated 
into proper position; the limb is then fixed 
in flexion, or through an incision the frag- 
ments should be adjusted and secured in 
place. The latter is considered the better 
method. 

Operative treatment is advised for fractures 
of the patella, an open operation being the 
one of choice. In considering amputation 
of the hip joints, it is somewhat surprising 
to note that no mention is made of control- 
ling a hemorrhage by means of steel pins 
and a rubber tube. 

The fourth volume is devoted to surgical 
affections of the joints and of the spine. 
The first nine chapters deal with disloca- 
tions, and herein will be found fully illus- 
trated the various modern methods of reduc- 
tion and full details of after-treatment. 
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There are other chapters devoted to sprains 
and wounds. 

Under the general caption of inflammatory 
affections will be found chapters devoted to 
inflammatory infections, tuberculosis, neu- 
rotic affections, rheumatoid arthritis, loose 
bodies, and ankylosis. Diseases of individ- 
ual joints are then considered, special chap- 
ters being devoted to the hip, the knee, the 
ankle and tarsus, the shoulder, the elbow, 
and the wrist and hand. 

The surgical affections of the spine include 
injuries to the spine, spina bifida, kyphosis, 
scoliosis, tuberculous disease, spondylitis 
deformans, acute osteomyelitis, new growths 
of the spine, hysterical spine, and sacrococ- 
cygeal tumors. 

It may be said of these books that each is 
an improvement upon its predecessor. The 
first volume is somewhat of a disappoint- 
ment, but, possibly profiting by experience 
gained in the preparation of this, the subse- 
quent volumes are deserving of the highest 
praise. The subject-matter is so arranged as 
to be most accessible; the teaching, with the 
exception of that devoted to the choice of 
antiseptics, is that commonly accepted. The 
therapeutic instructions are so clear and 
detailed that even those without much expe- 
rience can put them into practice. The book 
is a most valuable addition to the library not 
only of the general practitioner but of the 
skilled surgeon as well. 








Correspondence. 
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By RAYMOND CRAWFURD, M.A., M.D. Oxon., M.R.C.P. 
Lonp. 





Sir Thomas Smith, at a recent meeting of 
the Royal Medical and Chirurgical Society, 
put forward some suggestions for a possible 
improvement in the method of removing 
stones and morbid growths from the interior 
of the bladder. Suprapubic cystotomy, on 
account of its easy execution, and the free- 
dom from serious hemorrhage, shock, and 
injury to important structures, marks such 
an advance on the old operation of lateral 
lithotomy that surgeons have rested content 
without seeking even further improvement. 
The chief defect of the suprapubic method 
is the difficulty of drainage and asepsis in the 
open wound that remains after the operation; 
immediate closure of the bladder wound is so 
rarely a success that it has come into general 


disfavor. But whereas muscle surfaces fail 
to unite, the same is not true of muscle sur- 
faces covered by peritoneum, when the op- 
posed peritoneal surfaces readily unite. Sir 
Thomas Smith suggests that with the exist- 
ing certainty of abdominal operation, the 
intraperitoneal may after all be the best 
route for suprapubic cystotomy; in this way 
the bladder can be opened where there is a 
peritoneal covering, and immediate closure of 
the vesical wound can then be satisfactorily 
effected: Scrupulous care should be taken 
to insure close apposition of the peritoneal 
surfaces, and the stitches should of course 
not penetrate to the interior of the bladder. 
He suggests the following procedure: The 
bladder, having been thoroughly cleansed 
with warm boric lotion, should be completely 
drained of all fluid, and then moderately dis- 
tended with air. The wound above the 
pubes should be made somewhat higher than 
is customary. The bladder should then be 
opened from within the peritoneum, the sur- 
rounding parts being protected by sponge- 
packing. Finally the vesical wound should 
be closed as described. The desirability of 
Trendelenburg’s position should be con- 
sidered. 

At the same meeting Walter Spencer read 
a paper on median perineal urethrotomy and 
cystotomy through a superficial transverse 
incision. He claimed no more originality for 
the method than that it was a modification 
of Celsus’s procedure. Spencer’s own oper- 
ation is as follows: The patient, prepared by 
shaving and cleaning, is placed in the lithot- 
omy position with the pelvis raised by a 
sand-bag. The central point of the perineum 
is then made the middle of a horseshoe- 
shaped incision of the skin, the ends of which 
terminate on either side of the anus just in- 
ternal to the ischial tuberosities. By deepen- 
ing the lateral portions of this incision the 
ischiorectal fosse are exposed, and in the 
middle the external sphincter ani is detached 
from its connection with the central point of 
the perineum, care being taken not to cut 
into the bulb or the urethra. The anus and 
the lower portion of the rectum are now 
pushed backward with the fingers and held 
there by a flat retractor, the knife not being 


-used lest the gut be injured. By retracting 


the anus and drawing the bulb forward there 
is exposed the prostate, the prostatic and 
membranous urethra, surrounded by the con- 
strictor urethre muscle, the bulb covered by 
the bulbo-cavernosus muscle, and the trans- 
verse perineal muscles inserted into the cen- 




















tral point. Whilst thus retracting the wound, 
the transverse perineal and the bulbar arter- 
ies or their branches, if cut, are clamped or 
tied. The urethra is next opened by an ex- 
actly median incision, commencing along the 
median raphe of the bulbo-cavernosus mus- 
cle, and extending backward through the 
membranous urethra to the prostate. It is 
of the greatest importance, in order to insure 
rapid healing, to keep exactly in the middle 
line, and there is no difficulty in doing this 
without the aid of a staff, although a median 
staff, accurately held, is of assistance when 
the urethra is permeable. But there is no 
difficulty in making this median incision 
without any guide when the urethra and 
prostate have been first of all exposed, as 
described. The urethral incision must be of 
sufficient length from the prostate forward 
to allow of subsequent manipulation without 
any tearing. Having opened the urethra 
along the middle line a probe- pointed gorget 
can be passed into the bladder, followed by 
the finger, which can now fully examine the 
bladder, aided by the counterpressure on the 
hypogastrium by the left hand. Owing to 
the larger superficial wound and the free 
opening of the urethra, there is not required 
that thrusting to get the tip of the finger be- 
yond the neck of the bladder characterizing 
the ordinary median cystotomy, while lateral 
lithotomy opens the bladder, partly by cut- 
ting, partly by tearing, the left of the neck. 
A small speculum can be passed into the 
bladder and the wall viewed directly by aid 
of a small electric lamp. A rectal speculum 
with a slit is of service in examining an en- 
larged middle lobe of the prostate, which will 
partly project into the slit. Such an enlarge- 
ment can be punched off and burnt down by 
the cautery in full view, while the speculum 
protects the sphincter vesicz from injury. A 
firm enlargement of the prostate can be 
drawn down by a vulsella, and burnt or cut 
away, while the bleeding is completely con- 
trolled. A groove can be burnt in the mid- 
dle of the enlarged prostate until the level 
of the floor of the postprostatic pouch is 
reached, which is thereby effectually drained, 
whilst all injury to the rectum is avoided by 
the preliminary retraction. Portions of an 


enlarged lateral lobe may be shelled out or 
punctured with the cautery point to promote 
absorption, and beyond lie the vesicule 
seminales, which are easily reached by a 
little further retraction of the rectum. There 
is ample room to use lithotomy forceps or a 
scoop, and to extract small or medium-sized 
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stones from bladder pouches, or indeed to 
use one of the large perineal lithotrites. In 
cases of complicated stricture with fistule 
traveling back toward the rectum, the urethra 
is reached by a median incision behind the 
stricture, which can then be traced forward, 
and fistulous tracts outside the urethra are 
either excised or slit up. 

After the necessary manipulations are com- 
pleted the bladder can be fully washed out. 
All bleeding points are in view, and may be 
tied, or if in the prostate touched with the 
cautery. It is hardly necessary to insert any 
plug or tube; in any case it should be re- 
moved the next day. 

When the legs of the patient are brought 
down from the lithotomy position, not only 
do the edges of the urethra come well into 
apposition along the middle line, but the 
transverse skin incision does so also in the 
folds between the anus, scrotum, and -but- 
tocks. This can be clearly demonstrated by 
turning the patient on his side after extend- 
ing the legs; the edges of the curved skin 
incision will be found to have come naturally 
into place. There is therefore no need for 
any sutures. 

The after-history of the cases shows that 
the leakage of urine through the perineum 
ceases in a week or ten days owing to the 
union of the urethra along the median line. 
Following upon this the skin wound com- 
pletely unites, leaving a scar which forms a 
slight ridge across the perineum in front of 
the anus. The classical complications, re- 
current hemorrhage and septic absorption, 
are absent, owing to the methods of operating, 
the free skin incision, the deliberation of the 
manipulations, the exactly median incision 
avoiding all rupture and lateral deviation 
and pockets, the complete arrest of hemor- 
rhage, the free escape of urine afterwards. 

Spencer further cited cases in illustration 
of the success of this procedure, from which 
he concludes that it is especially applicable 
to certain instances of complicated stricture, 
bladder calculi, and prostatic obstruction. 

Dr. Maguire’s Harveian lectures on the 
“Prognosis and Treatment of Pulmonary 
Tuberculosis” will be received with general 
favor by the profession. They introduce us 
to a novel method of treatment of pulmonary 
tuberculosis by injection of antiseptic agents 
into the veins. The experiments were tried 
first on animals, then most appropriately on 
the originator of the treatment, and finally 
on a series of patients. The initial attempts 
were made with mercuric cyanide and potas- 
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sic iodide of mercury on rabbits, but the 
results were far too serious to encourage 
their use in the human subject. Diastase, 
cytase, and nucleinic acid were also tried and 
found to be ineffectual, and in some cases 
harmful. He finally experimented with a 
pure solution of formic aldehyde. This was 
injected in the strength of 1 part to 2000 
parts of normal saline solution, and 50 cubic 
centimeters was introduced at a time. By 
this means the drug is brought into immedi- 
ate contact with the disease in the lungs in a 
state of considerable concentration, that can- 
not be attained either by subcutaneous in- 
jection or by inhalation. The results of fifty 
observations were recorded, and in all there 
was diminution of expectoration, decrease of 
fever, and in several cases disappearance of 
tubercle bacilli from the sputum. 

Dr. Taylor, of Wroxham, as the result of 
twenty-five years’ experience, extols the use 
of iodine in the treatment of diphtheria. In 
perusing the details of his procedure one is 
struck with the unusual freedom of the pa- 
tients from any concurrent iodism. Treat- 
ment is initiated by a good dose of calomel; 
then the throat, the tonsils, back of the 
pharynx, and uvula are well swabbed with 
tincture of iodine. Subsequently tincture of 
iodine, a drachm to the five ounces of hot 
water, is used as an inhalation for five min- 
utes every half-hour or more; the patients 
are advised to inhale the vapor through the 
nose as well as the mouth deeply into the 
lungs. We fear, bearing in mind the age 
incidence of diphtheria, that this advice must 
frequently fall on deaf ears. In this way it 
is claimed that antisepsis of the respiratory 
system is maintained, and exfoliation of the 
membrane hastened. In addition to the above 
methods of administration he sometimes gives 
small doses of the tincture of iodine inter- 
nally, and volatilizes on a hot shovel some 
grains of iodine for disinfection of the air in 
the room. 

Dr. Jones, of Bunbury, claims for liquor 
thyroidei some influence over the hemor- 
rhagic effusions in hemophilia. The claim, 
however, is based on only a single case 
which had for years previously proved recal- 
citrant to orthodox measures. 

Dr. Macalister, of Liverpool, calls atten- 
tion to the fact that cases of pneumonic 
consolidation, running an indolent course, 
will often resolve immediately after explora- 
tory puncture with an aspirator needle. This 
observation has been confirmed by others, 
but it cannot be said that any satisfactory 


explanation of the curious feature is forth- 
coming. 

Dr. Godson, of Manchester, has attempted 
to elicit by a widely circulated inquiry what 
drugs are most in favor in the treatment of 
the paroxysmal stage of whooping - cough. 
Creosote is the only drug over which there 
can be said to be the semblance of thera- 
peutic enthusiasm. Constant inhalation ap- 
pears to be more effective than intermittent 
inhalation, and it is free from all risk unless 
the lungs are filled with moist sounds; the 
simplest and best method is to sprinkle the 
drug on a cloth and hang it in the sick room. 
Creosote, however, is mainly used as an ad- 
juvant only to antispasmodic drugs. 

At the Medico. Psychological Association 
of Great Britain and Ireland, Savage read an 
interesting paper on the “ Use and Abuse of 
Travel inthe Treatment of Mental Diseases.” 
Where slight emotional causes had produced 
slight emotional disorders he held that travel 
is good, while it is mostly bad in the confirmed 
and serious cases of mental disorder. Travel, 
too, is often beneficial in cases of conva- 
lescence. In severe hypochondriasis and 
melancholia the risk of suicide is greatly 
increased. Sufferers from delusional in- 
sanity should not be sent on voyages, as 
every very fresh impression is liable to give 
rise to fresh suspicion. Sea voyages are 
only suitable to a small number of persons, 
and railway journeys are harmful to all. 


ROME LETTER. 





By J. J. Eyre, M.D. 





During the past malarial season in Italy 
many Italian scientists, including Professor 
Celli and Professor Grassi, have been con- 
tinuing their researches, which were first 
begun in 1899, on the epidemiology and pro- 
phylaxis of malarial fevers. Recently Pro- 
fessor Celli has published a summary account 
of his researches, to which I am indebted for 
the following particulars. 

Almost immediately after the new theory 
on the propagation of malaria by means of 
the Anopheles mosquitoes was experimentally 
proved, Professor Celli in his lectures given 
at the Institute of Hygiene, Rome, in May 
and June, 1899, and soon after in his book 
entitled “Malaria According to the New 
Researches,” described the new epidemi- 
ology, and the new prophylaxis which arose 
from it, and which to be complete must be 

















directed (1) against the infective causes, 
either endeavoring to destroy them (disinfec- 
tion of malarial blood, destruction of the 
mosquitoes), or to prevent their penetration 
into our organism (protection of habitations 
and of the uncovered parts of the body); (2) 
against the predisposing causes (organic, 
physical, social). The struggle against these 
indirect predisposing causes of the epidemic 
being very arduous, the author began, early 
in 1899, to put in practice the new prophylaxis 
against the direct causes of the epidemic— 
that is, the causes of infection. 

Professor Celli was then persuaded, and is 
still persuaded, that a complete and positive 
prophylaxis by means of the disinfection of 
the blood by quinine alone, as Koch and 
others maintain, is not practically possible. 
He was convinced by his and Casagrandi’s 
researches,* that if it were easy fer se to de- 
stroy the mosquitoes in the aquatic or aerial 
life, it is not equally so on a large scale, es- 
pecially because there is not material interest 
to kill these insects so injurious to the life of 
man, as there is, for instance, to kill those 
injurious to the life of the grape. And then 
his first prophylactic experiments of 1899 had 
the principal object of testing the best means 
for preventing the bites of mosquitoes, and 
consequently the penetration of the malarial 
germs into our organism. 

Therefore, on the one hand, he experi- 
mented largely with culicifugal ointments, 
soaps, and odors, and came to the conclusion 
that even the best of them (turpentine soap, 
etc.) were of little practical utility; on the 
other hand, he adopted the mechanical pro- 
tection of houses and of the exposed parts 
of the body, while not neglecting the disin- 
fection of the blood by means of the assid- 
uous treatment of the recurrent and primary 
fevers, and the destruction of the mosquitoes 
which accidentally entered the houses. 

Professor Celli believed it opportune to 
refer once more to the experiment he made 
during the estivo-autumnal season of 1899 
along the two railway lines, classically mala- 
rious, of Prenestina.Cervara and Pontegalera. 
On the former of these lines he selected for 
proof five signalmen’s houses, and in the 
latter three. He protected all the windows 
with linen gauze, which permitted the air and 
light to pass through, but not the mosquitoes. 
At the top of the staircase, better to protect 
the bedrooms, he also put a door covered with 





*On the Destruction of Mosquitoes. [The writer’s 
translation of this memoir was published in the THERA- 
PEUTIC GAZETTE, vol. xxiii, October 15, 1899. ] 
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gauze. He protected the entrance door 
with wire gauze, and both doors shut auto- 
matically. He advised the inmates to keep 
their windows open at night during the sum- 
mer, and to remain indoors, if possible, 
between sunset and sunrise. For the protec- 
tion of the men employed in night service he 
recommended the wearing of a cowl similar 
to that worn by bee-keepers and gloves con- 
nected with the sleeves of the coat. The 
neighboring signalmen’s houses and the sta- 
tions of Cervara and Pontegalera served as 
control. In one of the five houses above 
mentioned the inmates were so negligent that 
the mosquitoes continually got into the 
rooms, so that twelve out of fourteen were 
taken ill with the fevers. On the line of 
control from Cervara to Salone all the twenty- 
four inmates of the unprotected houses were 
attacked with malaria. The same happened 
at the station of Cervara. In the zone of 
control at Pontegalera two inmates remained 
immune, owing to immunity consecutive to 
malaria suffered. 

On the contrary, in the protected houses, 
out of the twenty-four residents, only four 
were taken ill; these four worked at night 
on the railway and did not wear the cowl or 
gloves. 

The result of these experiments, which 
were the first in the malarial world, induced 
the Adriatic and the Southern Railway Com- 
panies to have them repeated on a more 
extensive scale during the ensuing malarial 
season. The method employed by Professor 
Celli in the malarial season of 1900 was that 
of the preceding year, but wire netting was 
substituted for the linen gauze. Further, 
before the door of the houses a kind of 
porch made of wire gauze was placed; the 
chimneys were also protected with the same 
material; and in order more easily to dis- 
cover the mosquitoes that by accident might 
enter the rooms, the walls were whitewashed. 
The treatment of the recurrent fevers in 
spring, and later of the very few primary 
fevers, was carefully carried out with large 
doses of quinine, and completed with tonic 
doses of iron and arsenic. No preventive 
treatment was adopted except that of eu- 
chinin (0.50 to 0.75 centigramme a day) in 
the night workers of the Adriatic line. The 
following are the results obtained: 

1. Prenestina-Salone Line.— Of the fifty- 
two persons living in the protected houses 
along this line only two were taken ill with 
the fevers, namely, a night-watchman on 
June 15, when the preventive treatment had 
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not been begun, and on October 15 a woman 
who did not adopt the necessary precautions. 
The former patient, in spite of large re- 
peated doses of quinine, had three recurrent 
attacks with long intervals; nevertheless his 
malaria had not been contagious to the other 
seven who lived in the same house. In the 
remainder of the protected zone fifty persons 
(twenty-one adults and twenty. nine children) 
remained exempt from the fevers. 

On the other hand, in the unprotected 
houses, two out of three at the station of 
Cervara, sixteen out of eighteen along the 
line between Salone and Lunghezza, six out 
of ten at the station of Salone (the four who 
remained healthy frequently went to Rome 
to sleep), were attacked with malaria. And 
in the rural houses (unprotected), along the 
protected line, in the huts of Salone, of 100 
peasants all were taken ill; in the farms of 
Rustica, Cervelletta, Bocca di Leone, and 
Gottifredi, all, or almost all, have had the 
fevers. 

Therefore, the protected zone remained 
almost free of malaria in the midst of a re- 
gion all infested; and for rendering an in- 
fested zone healthy, where in 1899 all were 
attacked with malaria, the extension there of 
the new prophylaxis was sufficient. 

2. Castelgiubile Line (from Kil. 7 to 19 
inclusive).—Along this line the experiment 
was eminently successful. The signalmen’s 
houses along the line are of two types, 
namely, the old and the new: the former, 
owing to their peculiar construction, could 
not be properly protected, and were there- 
fore left for control, which had greater im- 
portance because the old and the new 
houses nearly always alternate. 

Of the fifty-seven persons inhabiting the 
protected houses not one was taken ill with 
malaria, while of the fifty-seven living in the 
unprotected houses seven only escaped, and 
they were almost all adults having immunity 
consecutive to malaria suffered. Of the chil- 
dren, on the other hand, two alone out of 
the twenty-nine in the unprotected houses 
remained free from the fevers; while in the 
protected houses thirty-six out of thirty-six 
children remained exempt. Professor Celli 
also made two control experiments. On 
August 20 the family (husband, wife, and 
one child) which lived in house No. 16, and 
always in good health, was removed by reason 
of service to house No. 17 a short distance 
away; about a month later the wife and child 
were taken ill with the fevers. Another 
family (parents and six children) then went 


to live in house No. 16, all of whom had been 
attacked by malaria. They were immedi- 
ately treated with large and prolonged 
doses of quinine, followed by the reconstitu- 
ent treatment. This family perfectly re- 
covered, passing the convalescent stage dur- 
ing the height of the malarious season in a 
house protected from the Anopheles mos- 
quitoes. One of the children only, in whom 
the recurrents were very obstinate, was still 
rather weak about the middle of October. 
So that along this line the proof of the new 
prophylaxis has been very decided and elo- 
quent. Of the same personnel subject to the 
same conditions of life, that portion which 
Professor Celli had protected remained free 
from the fevers, while the unprotected por- 
tion were almost all affected. 

3. Pontegalera Line.— Here in the unpro- 
tected zone, from house 15 to 19 inclusive, 
of forty-two inmates all but three had the 
fevers. In the protected zone, on the con- 
trary, only two out of thirty-six had ma- 
laria; and in the successive unprotected 
section, of ten one only remained healthy. 
At the unprotected station of Pontegalera, 
located almost in the center of the protected 
zone, six out of seven were taken ill; in the 
first house of the Fiumicino line three out 
of three; in the neighboring rural homes 
thirty out of thirty at Chiesola, four out of 
four in the Casale di Pontegalera, and twelve 
out of twelve in a house situated between 
two protected houses. 

4. Anzio Line.—WHere the experimenter 
protected the two most pestiferous houses at 
Kil. 25 and 32, with the result that the eight 
inmates remained healthy; four who had 
come in a bad state from the Terracina line 
had remained in perfect health. On the 
other hand, in the houses from Kil. 18 to 23, 
thirty-six out of thirty nine were taken ill; 
between the two protected houses, nine out 
of nine; and eight out of ten after the pro- 
tected house No. 32. Of a gang of six work- 
men, four were attacked with the fevers; the 
two who remained healthy lived in one of 
the protected houses. 

5. Terracina Line.—In the signalmen’s 
houses along this line, which is terribly 
malarious, from the station of Frasso to Ter- 
racina, thirty persons were protected. Of 
these two only suffered from primary infec- 
tion—one, a signaiman on night service, who 
by mistake did not wear a cowl or gloves, 
and a child who suffered from quartan. In 
two, who during the previous two years had 
become cachectic through malaria, the estivo- 
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autumnal fevers obstinately recurred up till 
the first week in October, in spite of the qui- 
nine treatment. All the others remained 
free. Here also some of the houses were 
left unprotected, and in them there were 
thirty-five cases of fever in thirty-seven per- 
sons. 

In conclusion, out of 207 individuals sub- 
jected in the years 1899 and 1900 to the new 
prophylaxis against malarial fevers, ten only 
were taken ill, while living in the most ma- 
larious regions of Latium and in the midst 
of their unprotected associates, who were all, 
or almost all, attacked with the fevers. In 
the houses defended against the invasion of 
the Anopheles mosquitoes malaria lost its 
power of contagion, and no longer gave rise 
to domestic epidemics. Even the cure and 
convalescence of malarial fevers can take 
place as well in houses protected from the 
invasion of mosquitoes as in the most healthy 
places. 

Finally, Professor Celli states that the fore- 
going favorable results were obtained with 
the greatest simplicity, especially by means 
of persuasion, some small reward, his own 
vigilance and that of two railway employees 
who assisted him. 








Notes and Queries. 








NEWS ITEMS CONCERNING THIRD PAN- 
AMERICAN MEDICAL CONGRESS. 
The Organization Committee has post- 
poned the meeting of the Third Pan-Amer- 
ican Medical Congress until February 4. It 
will be held from that date until the 7th in- 
clusive. All literature pertaining to the Con- 
gress is in Spanish, but occasional news items 
will be sent to the weekly journals. 
Delegates can go either by the land routes, 
which are all via Florida, or by the water 
route from New York. Full particulars con- 
cerning these routes, excepting that of the 
Ward Line steamer from New York, will be 
found in the Journal of the American Medical 
Association of November 3, 1900. Those com- 
ing from south of Washington and west of 
Pittsburg will probably select the Florida 
route, while those from the northeast will 
find the Ward Line more convenient. The 
steamer Seguranza of the Ward Line leaves 
New York January 30, arriving in Cuba Feb- 
ruary 3, the day before the beginning of the 
Congress. The new Ward Line steamer 
Morro Castle, holding 135 cabin passengers, 
leaves Havana on February 9, reaching New 
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York February 11. The round trip, every- 
thing included, is $60. Any one going via 
this route will be absent from New York 
twelve days. 

Any of the delegates going down by the 
Ward Line who may desire it, may by a sup- 
plementary payment of $25 return via Santi- 
ago. This trip will take from ten to twelve 
days, during which time the passengers live 
on the ship and have their meals there if 
they desire. The party goes from Havana 
by rail to Cienfuegos in one afternoon, there 
taking the steamer to Santiago, and from 
Santiago to Nassau in the Bahamas, and 
from Nassau to New York. The stay in 
these different ports will be for a day or 
more. 

English-speaking members of the Cuban 
Reception Committee will meet all steamers 
on their arrival in Havana and escort the 
delegates to the hotels assigned to them. 
The best hotels in Havana are: Telegrafo, 
Mascotte, Inglaterra, and Pasaje; rates, $3 
to $5 a day. 

The Entertainment Committee, appointed 
by the City Council of Havana, for the pur- 
pose of making it pleasant for the delegates 
during their stay, have arranged a pro- 
gramme, which although as yet not fully 
determined upon in every detail, is never- 
theless one which adds an attractive feature 
to the meeting. 

There will be a large ball given at the 
Tacon theater. This will be under the man- 
agement of a subcommittee and an auxiliary 
ladies’ committee. The committee is sparing 
no pains to make the ball the great social 
feature of the week, and one that will be 
most enjoyable, not only to the delegates, but 
also to any ladies in their parties. (There will 
be a banquet given at the same place.) On 
another day an excursion will be made to 
the sugar plantation of Mr. La Coste near 
Havana on three government transports. 
On arriving there the delegates will be 
shown the manner of growing sugar - cane, 
gathering it, grinding, cooking, and refining 
the sugar derived therefrom, as well as all 
other points of interest connected with the 
method of making sugar, and life on a sugar 
estate. Refreshments will then be served 
either on the estate, or on the transports 
returning. These transports will be so ar- 
ranged for the guests as to give the greatest 
amcunt of comfort and pleasure during the 
trip. On another day there will be a parade 
of the police and an exhibition of the fire 
companies, in which they will show the 
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promptness and skill with which they com- 
bat any fires taking place in the city. Re- 
ceptions will also be given by various officials, 
and private dinners by numerous Cuban phy- 
sicians to the delegates with whom they are 
acquainted. 

The three general sessions of the Con- 
gress, at which papers of general interest 
will be presented, and addresses delivered by 
official representatives from the different coun- 
tries, will be held at the Tacon theater in 
Havana. The section meetings will be held 
in the University on the first floor, and on 
the first and second floors of the Institute. 
The delegates from Mexico are at present in 
the lead, and a large number of abstracts 
have been received from them. 

Mention will here be made of the names of 
the presidents of the different sections, all 
Cubans, as the presidents are representatives 
of the country in which the Congress takes 
place, and the secretaries for the United 
States. All communications and titles of 
papers should be sent to the United States 
secretary of the section covering the subject, 
or to the associate secretary for the United 
States of the Congress, Dr. Ramon Guiteras, 
75 W. 55th Street, New York, N. Y. A 
preliminary programme will be published 
shortly. 

The officers of the different sections are: 

General Medicine—Dr. Carlos Finlay, pres- 
ident; Dr. Judson Daland, 317 S. 18th Street, 
Philadelphia, Pa, secretary. 

General Surgery — Dr. Tomas Plascencia, 
president; Dr. W. P. Nicholson, Atlanta, Ga., 
secretary. 

Military Medicine and Surgery —Dr. Eu- 
gene Sancho Agramonte, president; Maj. 
Jefferson Kean, U. S. A., Quemados, Cuba, 
secretary. 

Obstetrics—Dr. Eusebio Hernandez, presi- 
dent; Dr. Gustav Zinke, 13 Garfield Place, 
Cincinnati, O., secretary. 

Physiology—Dr. M. Sanchez Toledo, presi- 
dent; Dr. A. P. Brubaker, 105 W. 34th Street, 
Philadelphia, Pa., secretary. 

Pediatrics—Dr. Joaquin L. Duenas, presi- 
dent; Dr. I. N. Love, 49 W. 44th Street, New 
York, N. Y., secretary. 

Ophthalmology—Dr. Enrique Lopez, presi- 
dent; Dr. John E. Weeks, 40 E. 57th Street, 
New York, N. Y., secretary. 

Gynecology and Abdominal Surgery—Dr. 
Gabriel Casusa, president; Dr. H. P. New- 
man, 103 State Street, Chicago, IIl., secre- 
tary. 

Therapeutics—Dr. Raimundo Castro, presi- 


dent; Dr. Hobart A. Hare, 222 S. 15th Street, 
Philadelphia, Pa., secretary. 

Pathology—Dr. Raimundo Castro, presi- 
dent; Dr. A. E. Thayer, 352 W. 117th Street, 
New York, N. Y., secretary. 

Anatomy—Dr. Federico Horsmen, presi- 
dent; Dr. A. D. Bevan, 100 State Street, 
Chicago, Ill., secretary. 

Laryngology and Rhinology—Dr. Carlos 
Desvernine, president; Dr. G. H. Makuen, 
1419 Walnut Street, Philadelphia, Pa., secre- 
tary. 

Otology —Dr. Carlos Desvernine, president; 
Dr. J. F. McKernon, 62 W. 52d Street, New 
York, N. Y., secretary. 

Dermatology and Syphilography—Dr. H. 
Robelin, president; Dr. A. Ravogli, 5 Gar- 
field Place, Cincinnati, O., secretary. 

General Hygiene and Demography—Dr. 
Vicente de la Guardia, president; Dr. 
Alvah H. Doty, Quarantine Station, Staten 
Island, N. Y., secretary. 

Marine Hygiene and Quarantine-—Dr. Luis 
Cowley, president; Dr. H. M. Woodward, 
Surgeon M. H. S., Washington, D. C., secre- 
tary. 

O. thopedic Surgery—Dr. Tomas Plascencia, 
president; Dr. John Ridlon, 103 S:ate Street, 
Chicago, Ill., secretary. 

Mental and Nervous Diseases—Dr. Gustavo 
Lopez, president; Dr. Chas. P. Hughes, 3857 
Olive Street, St. Louis, Mo., secretary. 

Dental and Buccal Surgery—Dr. Erastus 
Wilson, president; Dr. Eugene Talbot, Co- 
lumbus Memorial Building, Chicago, IIl., 
secretary. 

Medical Jurisprudence —Dr. Jose M. Cespe- 
des, president; Dr. H. A. West, Galveston, 
Tex, secretary. 

Medical Pedagogy—Dr. Manuel Delfin, 
president; Dr. Otis K. Newell, 13 Central 
Park West, New York, N. Y., secretary. 

Railway Surgery—Dr. Tomas Plascencia, 
president; Dr. Duncan Eve, 7oo Church 
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THE PRODUCTION OF ANESTHESIA BY 
INTRASPINAL INJECTION. 

In the December issue of the THERA- 
PEUTIC GAZETTE we mentioned this method 
of producing surgical anesthesia in an edi- 
torial bearing the above title. Further in- 
vestigation in the employment of this process 
indicates that it is much better to use the 
space between the last two lumbar vertebre, 
as in this way there is no danger of injuring 
the spinal cord. 





